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LADIES AND GENTLEMEN, 

In accordance with custom I am here to give, as your Honorary 
President, a discourse of some kind; and, in accordance with a 
suggestion from a leading member of your body, to talk to you 
to-night of the working of the Midwives Act in England. 

The subject is a large one, and | would not consent to embark 
upon it did I not feel that I owe you something in return for the 
distinguished honour which you have done me. 

No one except those who have actually done it can imagine the 
labour of setting in action the machinery expressed in a new Act of 
Parliament. Doing any new thing is laborious, but this has special 
difficulties of its own. Some of these will become apparent on 
consideration of the processes through which a Bill passes on its 
road to becoming an Act. 

It is, in the first place, drafted by a person of more or less 
skill. 

In the first alternative possibilities of misreading and misunder- 
standing are reduced to a minimum. In this stage careful study 
will probably enable an intelligent person to realise in his imagina- 
tion more or less completely the picture which existed in the mind 
of the draftsman. 

In the second alternative possibilities of misreading and mis- 
understanding are not anticipated, and the result is a picture which 
is blurred and which is capable of misreading and misunderstand- 
ing, to the detriment of the public and to the advantage of lawyers. 

I remember an amusing experience of my own in illustration 
of this :— 

Two distinguished gentler..en were dining with me, and, after the 
departure of the ladies, found themselves on either side of me. 


21 


a 
2 
4 
x 


304 Journal of Obstetrics and Gynecology 


There had been a discussion in the Courts on the meaning of an 
Act, and one of my guests whom I will call A. remarked on the 
difficulty which had arisen, and on the obscurity of the Act. I 
(seeing difficulties ahead) said, ‘‘ You can ask B. for I believe he 
drew it.”’ 

you draft these Bills ?”’ said A. 

do,”’ said B. 

‘‘ Why do you make them so obscure ?”’ said A. 

“TI make them as intelligible as is desirable,” said B. 

Well, to resume. 

When the Bill is presented to a Committee of its promoters it 
is ‘‘ amended ’’—as it is called. It may be improved, but is 
most likely to have its unity impaired ; and, as this process goes on 
at every stage during its passage through Parliament, the picture 
is often so far distorted that those to whom it falls to set the 
Act in operation have to reconstruct the picture before they can do 
so; and this process of reconstruction is apt to be very difficult. 

I hope therefore that those who eventually obtain a Bill for 
Scotland will have a kindly thought for those who have done their 
best to bring the Act into useful operation for England and Wales, 
and especially for my colleagues on the Central Midwives Board 
who have framed a code of Rules in accordance with the Act, which 
has required very little revision since its first appearance, and is 
now of great value and utility. 


Any help which I can give towards a Bill for Scotland will be 
willingly given. 


Wuat HAs THE Mipwives Act Done? 

The answer to this question in the main lies in the statistics of 
the Registrar-General. 

It will be remembered that the appalling statistics of Matthews 
Duncan remained very little improved until the last few years. 

In order to show the alteration which set in on the passing 
of the Midwives Act I will quote from a statement by myself 
reported in the proceedings of the Royal Society of Medicine 
(vol. iii, No. 9, July 1910, pp. 231-2) :— 

‘From Table A giving the annual death-rates from puerperal 
sepsis per million of females living, it would be seen that the 
death-rate in 1902 was 118, and in 1907 it was 81. The census of 
1901 showed that in England and Wales there were 16,800,000 
women. The saving of life in 1907, as compared with 1902, was 
37 per million. In other words, the lives of more than 621 women 
were saved in 1907 which would have been lost in 1902. Table B 
calculated in the proportion of 1,000 births, showed the same 
thing, and these results were graphically set forth in diagrams 
A and B. Diagram C, showing the death-rates from puerperal 
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sepsis and accidents of childbirth to 1,000 births, shows that this 
rate prior to 1903 was never below 4°41; in 1907 it was 3°83. 
Striking evidence was given before the Departmental Committee 
to the same effect. As regards infantile mortality, Dr. Robinson, 
of Rotherham, stated that while the death-rate in cases attended 
by midwives was 101 per 1,000 in 1907, the death-rate in cases 
not attended by midwives was 194; in 1908 the mortality in 
midwives’ cases was 92, in non-midwives’ cases 195.”’ 

I have been favoured by Dr. Stevenson, of the General Register 
Office, Somerset House, with a continuation of the figures up to and 
including 1911, and now give the calculation up to that date which 
is arrived at by substituting the results of 1911 for those of 1907 :— 

“From Table A giving the annual death-rates from puerperal 
sepsis per million of females living, it would be seen that the 
death-rate in 1902 was 118, and in 1911 it was 72. The census of 
1911 showed that in England and Wales there were 18,672,986 
women. The saving of life in 1911, as compared with 1902, was 
46 per million. In other words, the lives of 859 women were 
saved in 1911 which would have been lost in 1902. Table C, 
showing the death-rate from puerperal sepsis and accidents of 
childbirth to 1,000 births, shows that this rate prior to 1903 was 
never below 4°41; in 1911 it was 3°67.” 

These figures show that the passing of the Midwives Act was 
followed by a sudden and considerable fall, and that the improve- 
ment since this has been gradual and comparatively slight. 

It would seem that the great initial improvement in the puerperal 
mortality must have been due to improvement in the midwives; we 
may hope for still further improvement not only in cases attended 
by midwives but by medical practitioners, but can hardly expect so 
striking a change in the future. 


(COMMENTS UPON THE Mipwives Act (ENGLAND AND WALES), 1902, 


WITH REFERENCE TO THE AMENDING BILL OF 1910, AND THE 
BILL FOR SCOTLAND, 1912. 


I shall not go through the whole Act, but shall only comment 
upon points of importance. 


1. (2) England. Almost at the very outset a serious defect meets « Habitually 


us in the qualifying words “‘ habitually and for gain.” 
By this clause a woman without education, training or skill © 


commits no offence in attending women in their confinements unless 


it can be proved that she does so— 


(a) habitually, and (not or ’’); 
(b) for gain. 


Both (a) and (b) have proved ambiguous, both have to be 
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defined in any given case, and there is no authoritative definition 
of either. 


(a) ‘‘ Habitually ’’ may mean anything, and magistrates have 
declined to convict. 

(b) ‘‘ For gain ”’ is also indefinable. 
If payment is not demanded, and a money reward is given 
as a thank-offering, is that gain ? 


Moreover, as above said, both (a) and (b) have to be proved 
before an offence is constituted. 

I am glad to see that in the Bill for Scotland 3 (2) these words 
are omitted. They are quite unnecessary, as the words at the end 
of the clause exempting ‘‘ anyone rendering assistance in a case of 
emergency ”’ completely cover all that is desirable. 

1. (4) England. This section has occasionally been invoked in 
order to interfere with bond fide training. 

The Board has always declined to endorse such a reading, which 
is manifestly absurd. On the other hand, the trainer is held fully 
responsible for the acts of her pupils. 

3. The constitution of the Board (3. England, 5. Scotland). 

I have little to say about this. It is obvious that midwives and 
doctors should be represented ; it is desirable that there should be 
a proportion of women; it is desirable that the great Government 
Departments concerned should be represented including the Privy 
Council, which is the head of the whole machinery, and the Local 
Government Board, which is concerned in the administration of the 
Poor Law, and is in touch with the Medical Officers of Health; 
such representation is apt to prevent mutual misunderstanding, and 
to further the smooth working of the Act. 

But it is of the first importance that all who occupy seats on the 
Board should remember that the great aim of everyone concerned 
with the working of the Act should be, not the furtherance of the 
claims of constituents, but the guardianship of the lives and health 
of the poor mothers of our country. I am happy to say that I 
cannot remember an occasion when my Board has forgotten this. 
primary duty. 

I see that in the Bill for Scotland, as in the amending Bill for 
England 1910, a clause is inserted providing for the future revision 
of the constitution of the Board by a simple procedure not requiring 
the protracted machinery of an Act of Parliament. This should be 
helpful. (Scotland 6, amending Bill England 2.) 


3. 1. (f) England, prescribes among the duties of the Board that 
of deciding the conditions under which midwives may be suspended 
from practice. 


8. (3) England, prescribes among the duties of the Local 
Supervising Authority that of ‘‘ suspending any midwife from. 
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practice, in accordance with the rules under this Act, if such 
suspension appears necessary to prevent the spread of infection.”’ 

Some difficulty is apt to arise under this head with the Local 
Supervising Authority. Cases have occurred in which a midwife 
has been suspended indefinitely, which is not the intention of the 
Act, nor in the best interests of the community. 

A midwife who is infectious should be disinfected, and should 
then be allowed to resume her work. 

A midwife who has broken any rule of the Board regarding 
infection should be referred to the Board for penal proceedings. 

In consequence of this the Central Midwives Board at the last 
revision of the Rules framed an important Section F, which pro- 
vides that all suspensions should be at once reported (with the 
grounds thereof) to the Board; and also that the period of suspen- 
sion should not be longer than is required for adequate disinfection ; 
and that all suspensions longer than 24 hours should be at once 
reported, with reasons, to the Board, and should be subject to 
revision by the Board. 

Both the Scottish Bill 8 (1) (a), and the English Amending Bill 
8. (1) (a) provide powers for the Board to suspend a midwife in lieu 
of striking her name off the Roll, and also to suspend her pending 
the decision of a penal case; also (b) for the local supervising 
authority which takes proceedings against a midwife, either before 
a Court of Justice or the Board, to suspend her from practice until 
the case has been decided. 

These rules should be very carefully considered in the light of 
our experience as above related. 

The proposal to compensate her for loss of practice (8. (2) in 
both) in suitable cases seems just. 


Clause g (Scotland) and 9 Amending Bill (England) provide Payment of 


power for the Board, if they think fit, to pay the expenses of any 
midwife summoned to appear before them. 

Such discretion would certainly be sometimes exercised in cases 
in which charges are proved to be frivolous or ill-founded. 


Clause 10 (Scotland) and 10 (1) (England) enable the Board to — 


where mid- 


summoned 


prohibit any midwife removed from the Roll from attending women onenting 


in childbirth in any capacity (even as a monthly nurse). I highly 


approve of this power. No doubt the injunction would be used where mid- 
with discretion. 


Clause 11 (Scotland) and 10 (2) Amending Bill (England) Penalty for 


authorise a penalty of £5 for failing to surrender a certificate failure to 
surrender 
certificate on 


when called upon to do so. 
A very good and necessary regulation. 


Clause 12 (Scotland) and 16 (England) provide for notification a 
to local supervising authorities of the removal of names from the of name 


Roll. 


women in 
childbirth 
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Clause 13 (Scotland) and 12 Amending Bill (England) provide 
for reciprocal treatment (a sort of ad eundem certification) of mid- 
wives certified in other parts of His Majesty’s dominions, provided 
that the standard of training and examination is sufficient. This 
proviso is of great importance. 

Clause 14 (Scotland) practically repeats Clause 9 (1) (Scotland) 
and g (1) Amending Bill (England) (see above) authorising the 
payment of the expenses of midwives summoned before the Board, 
at the discretion of the Board, possibly an oversight. 

Clause 15 (Scotland) corresponds with Section 4 (England 1902) 
providing for appeal from the Board to the High Court. 

This is provided for in Section 5 of the English Act, which 
calculates the amount to be paid by each district in proportion to 
the number of midwives who have given notice of their intention 
to practise. 

In the Scottish Bill, Clause 16, the amount is in proportion to 
the populations of the districts. 

This is also the provision in the Amending Bill for England 
1910, Clause 3. 

It is a great improvement. 


I do not know whether the Scottish Board will find a difficulty 
in getting in their money in the first instance. A new payment 
is always a grievance. If they do, they will find that quiet persist- 
ence will succeed, and that, after the first year or two, they will have 
no trouble. 


The consequent sections (English 6—g inclusive) (Scottish 
Clauses 17—19 inclusive) are practically identical and require no 
comment. 

(Not in Midwives Act 1902; present in Scottish Bill, Clause 20; 
and in Amending Bill (England), Clause 15.) 

The object of this clause is to exercise supervision over lying-in 
homes in the interest of mothers and children. It is very difficult 
to do good without doing harm, and the Central Midwives Board 
feared that this clause would tend to penalise the employment of a 
certified midwife in a lying-in home. — 

Clause 21 (1) (Scotland) corresponds with Clause 10 (England) 
except that the Scottish Bill contains two additional Clauses (2 and 
3) obliging a midwife who has not notified, and attends any woman 
in childbirth “‘ in any capacity ’’ (probably this means as a monthly 
nurse) in the absence of a doctor to notify the local supervising 
authority within 48 hours. And similarly obliging a midwife to 
notify a change of address within three days (Scotland) or seven 
days (England). 

These new clauses appear in the English Amending Bill as 11 
(1) and (2). 
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I am afraid that trouble might arise out of this regulation. 
These offences are dealt with in identical clauses in the two Bills Cossers 
Cc 


by 


Clause 24 (Scotland) and Amending Bill of 1910 (England) representa- 
Clause 13 authorises local supervising authorities to contribute witful falsifi- 
towards the training of midwives. — of 


e Roll 
The training of midwives is becoming an increasingly difficult 2 Contribution 


problem, and it may prove necessary in England to subsidise them pra tir 
in some such manner if they are to obtain the standard of excellence algae 
desired by all in the interests of the poorer mothers and babies. 
The Act of 1902 contains no clause with this object. in a al 

The Scottish Bill (25) authorises such payment by the Local Medical 
Government Board subject to a power to recover the same from phoney mre 
the husband or guardian when either is able to repay it. advice of 

The Amending Bill (England) (17) enables the medical practi- a 

tioner to recover his fee from the Guardians of the Poor, who may 
recover it in their turn “‘ from the patient or person liable to provide 
the patient with medical aid.”’ 

The payment of medical practitioners has been a great difficulty 
in working the Act; ghastly cases have occurred in which women 
have been allowed to die on account of the refusal of one medical 
practitioner after another to go to the help of a midwife. The 
promoters and administrators of the Act have been freely abused 
for the absence of any provision for the payment of doctors. The 
memory of the average person is notoriously short, but some are 
able to remember that, when the Bill was in the making, the 
practitioners and their representatives devoted their energies to 
attempting to prevent legislation rather than to the provision of 
payment of the doctor. 

The Insurance Act has considerably changed the situation, and 


should relieve the tension; it is too early at present to say to what 
extent. 


The Act (3. 1) says that the duties and powers of the Board Rules 
shall be ‘‘ To frame rules ’’ which have to be approved by the Privy 
Council. 


This set of Rules, inaugurated in 1903, and revised in 1907 and 
1911, forms the code under which the Act is administered. They 
were the outcome of much hard and anxious work originally, and 
very little alteration became necessary at their subsequent revisions. 
I strongly advise those who are interested in framing a Bill for 
Scotland to consider them carefully. I think that they will find 
them useful, and indeed a great part of them might be studied 
with advantage by all practitioners of midwifery. 
It will only be necessary to refer to certain points in the Rules. 
Section C, ‘‘ Regulating the course of training and the conduct Training 
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of Examinations, and the remuneration of the Examiners ’’ is the 
first Section that we need consider to-day. 

1. (1) prescribes attendance on not fewer than 20 labours, 
“‘making abdominal and vaginal examinations during the course 
of labour and personally delivering the patient.”’ 

Twenty labours is none too many. The words which describe 
how they are to be attended have been very carefully selected, in 
order to prevent (a) mere looking on; (b) scamping of the experience 
by allowing several to count the same case. 

Difficulty has been experienced at times in the matter of internal 
examinations. The Board insists on the exact fulfilment of its rule, 
on which the education of the touch of the midwife depends. 

Some training schools have found it difficult to provide sufficient 
cases for the pupils whom they accept; but the primary duty of the 
Board is to secure the proper training of the midwife. 

The granting of certificates by bodies or individuals other than 
the Board requires the careful supervision of the Board, and it is a 
common experience that signing of certificates is apt to become 
perfunctory. 

The training must occupy not less than three months. This 
time is confessedly very short, and is generally prolonged beyond 
the minimum. The question of increasing the duration of training 
is largely one of pecuniary means. 

As a matter of fact a large proportion of successful candidates 
(about 58 per cent.) never intend to practise as midwives, but desire 
the certificate of the Board as a qualification for appointments or as 
a superior nursing diploma. Some 42 per cent. intend to practise 
as midwives. It also appears that the candidates who intend to 
practise as monthly nurses come for the most part from different 
institutions. 

It is evident that the Act was not passed—with toil and strife— 
to add a gilt edge to monthly nurses, but to provide well-trained 
midwives for the poor. 

It is probable that the Board may reconsider the duration of 
the training required, and that, in so doing, the convenience and the 
pecuniary means of the real midwife-candidate may principally be 
considered. 

Rule C. 4, specifies the subjects on which candidates are liable 
to be examined. 

At the next revision the Board may probably add a clause 
referring to “‘ serious skin eruptions ’’ which are mentioned in the 
Rule (E. 19 (5)) relating to the ‘‘ conditions in which medical help 
must be sent for.”’ 

Rule D. concerns the ‘‘ Rules of Procedure on the removal of a 
name from the Roll, and on the restoration to the Roll of a name 
removed.”” This Rule is very precise, and the procedure is 
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{ minutely described. Yet it has not infrequently happened that a 
local supervising authority has failed to understand it. At the last 
revision of the Rules therefore a note was prefixed to the Rule in 

order to guard against possible misapprehension. This appears 

to have been of service in the way of preventing misunderstanding. 

The procedure is briefly as follows:—The Board receives a 
complaint of some misconduct on the part of a midwife. The local 
supervising authority of her district finds (or does not find) a prima 
facie case. The solicitor of the Board formulates the charges. 
The Penal Cases Committee of the Board decides whether to cite 
the accused to appear before it. 

In a very few cases, where the charges do not seem to warrant 
citation, a caution may be administered, but a censure is never 
administered unless an offence is either proved before the Board or 
admitted by the accused. 

The midwives who are cited are furnished with a copy of their 
indictments in separate counts, to which alone they have to answer, 
each count bearing a reference to the Rule or Section in the Act 
concerned, where possible; this last proviso meaning (in reality) 
such offences as are included in the phrases ‘‘ malpractice, negli- 
gence or misconduct ”’ (Act, Section 8), where these cannot be more 
specifically mentioned. The commonest instance of this class is 
drunkenness, which naturally requires no special rule to forbid it. 
Yet, on the principle that ‘‘ what is sauce for the gander is sauce 
for the goose,’’ the Board’s practice is to require evidence of (a) 
drunkenness on duty,or(b)repeated drunkenness, before it considers 
itself justified in cancelling a certificate. 

Here difficulty has sometimes occurred with the local super- 
vising authority. The Board, however, requires very definite 
evidence of intoxication, which is sometimes hard to get. In any 
case it is better to fail to convict a guilty person than to convict an 
innocent person; and, as a matter of experience, the lucky drunkard 
of to-day generally appears as the undoubted drunkard of to- 
morrow. 

At the ‘Penal Board’’ the proceedings generally follow those of 
a Court of Law, except that no oath is administered, and witnesses 
cannot be compelled to attend. The accused may be defended by 
counsel or solicitor. Where no counsel is retained the Board (and 
especially the chairman) feels it to be its duty to see that the accused 
suffers no disadvantage thereby. 

In a large number, or even in the majority of cases, the accused 
does not appear in person, but sends in a defence, and statutory 
declarations of witnesses are accepted. The court is rather one 
of equity than of criminal law; but such an enquiry as is held has 
many advantages, and is as a matter of experience eminently fair. 

In the only instance in which its decision has been appealed 
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against to the High Court of Justice (Act, Section 4) it was strongly 
upheld, and its procedure favourably commented on by the judges 
concerned. In the course of the investigation counts in the indict- 
ment are frequently expunged. 

At the end of the enquiry the Board deliberates in camera, and 
decides which counts it considers proved and which not proved, 
and strikes out the latter. Having settled its findings, it asks the 
Inspector of Midwives, or other similar official if present, concerning 
any previous convictions. This is never done until the proof of the 
indictment is settled. 

As regards sentence, the following are the sentences in use: 

Removal from the Roll. 
Severe censure. 
Censure. 

Caution. 


The latter (Caution to obey the Rules) is the only pronouncement 
ever made without proof of the truth of the accusation. There is 
another pronouncement not very long in force, which is found very 
convenient. 

In some cases, especially those in which no grave offence has 
been proved, and yet the Board is of opinion that the accused is a 
woman who may be verv undesirable as a midwife, it decides that 
the counts of the indictment (as many as are proved) are proved, but 
suspends sentence and asks for a report from the local supervising 
authority in 3 and 6 (or 3 or 6) months. If favourable no further 
action is taken; if unfavourable, the name is erased from the Roll. 

This procedure answers well in the case of women who 
habitually break rules as to notifying the local supervising 
authority, etc., and in whose case the gravity of the offence becomes 
cumulative by persistent repetition. 


Copy oF THE WorDING USED BY THE BOARD WHEN JUDGMENT IS 
POSTPONED AT THE HEARING OF A PENAL CASE. 


‘The Board finds the charges proved, but postpones sentence 
until the next Penal Board after the expiration of six months from 
this date, and requests the Local Supervising Authority to furnish 
the Board with a report on your conduct and methods of practice 
at the end of three months and again at the end of six months.”’ 

A report in three and six months is often asked from the Local 
Supervising Authority also in cases where a censure is adminis- 
tered. 

But a censure is a sentence, and the midwife cannot be punished 
twice for the same offence; whereas postponement of sentence 


keeps the offence alive and suspends a Sword of Damocles over the 
midwife’s head. 
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This procedure, together with the reports, acts most beneficially, 
and works a real reform in many cases. 

Rule E deals with the subjects of Regulating, Supervising, and Regulations 
Restricting within due limits the practice of midwives. eorctice 

The first point to be noted is the word ‘‘ washable ’’ as applied 
to the material of the midwife’s dress. 

The word means exactly what it says. The sort of material ‘‘ Washable” 
is suggested in the phrase ‘‘ such as linen, cotton, etc.,’” but other- 
wise the responsibility for the material being “‘ washable material 
that can be boiled ”’ is left to the midwife. 

Rule 5 is one of special importance. It has been greatly Disinfection 
improved at the last revision by bringing the woman, ‘‘ whether | 
acting as a midwife or as a nurse ’’ or being “‘ herself liable to be a 
source of infection,’’ under the disability of being unable to prac- 
tise until disinfected to the satisfaction of the Local Supervising 
Authoritv. 

The meshes of the net have been made smaller, and now catch 
the woman (1) who might have pleaded that she was not acting as a 
midwife; (2) who, not having been in contact with an infected 
person, is herself infectious (as, for instance, from a foul ulcer of the 
leg); 

(3) and it is to be noted that it is not necessary to prove that a 
midwife has been told that a patient is septic; she is bound to 
suspect the condition herself and to get disinfected. 

Rule 6 obliges a midwife ‘‘ in cases where a doctor has been Duty of mid- 

sent _ to await his arrival and faithfully carry out his instruc- peediogeee 
tions. for 

Offences against this Rule are not uncommon. 

Rule 8 limits internal examinations to those absolutely neces- Internal 
sary, but as this Rule was quoted in some quarters in opposition to ¢*minations 
Rule C.1.(1), obliging the pupil to watch the progress of the twenty 
labours by vaginal as well as by abdominal examinations, a foot- 
note was appended to the effect that Rule E. 8. was not to be taken 
as relieving a pupil from any of the obligations of Rule C. 1. (1). 

Rule 11 lays down the duration of responsibility of the midwife Puerperium 
‘‘in a normal case,’’ and prescribes that duration as 10 days; and 
also obliges her, if she attends longer, to note the fact and its 
explanation in her Register. It does not prescribe the number of 
visits, but leaves her the responsibility of paying as many as neces- 
sary. This Rule is often important in penal proceedings. 

Rule 13 obliges a midwife to take and record the pulse and tem- Pulse and 
perature at each visit. temperature 

It was inserted at the last revision. 

To have imposed it in 1903 would have meant that a very large 
number of boné-fide midwives (i.e., the untrained women in prac- 
tice at the passing of the Act) might have been struck off as soon as 
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they were on, which would have been contrary to the spirit of the 
Act. 

But it was felt in 1911 that the time had come to raise the stan- 
dard, especially as it appeared from the penal experiences of the 
Board that a good many women either would not or could not learn to 
take the pulse and temperature so important for the safety of their 
patients. 

Breaches of this Rule have never, I think, been the only cause 
for removing a midwife from the Roll. 

I may say that many Local Supervising Authorities, by the help 
of their Inspectors of Midwives, have taken great pains to teach 
their old bondé-fide midwives these methods. 

Rule 15 concerns the care of the child’s eyes immediately the 
head is born, and gives a reference to page 42, where is to be found 
a leaflet on Ophthalmia Neonatorum drawn up by the Chairman at 
the request of the Board. 

Rule 17 deals with the difficult subject of laying out the dead. 
To forbid a woman to do this for a still-born child which she had 
delivered, or for a woman on whom she had attended, would be 
absurd; any infection would already be incurred, and one disinfec- 
tion would do. 

Again, no harm is done by her laying out a body in a case of 
non-infectious illness, if she is not attending a confinement at the 
time and is disinfected afterwards. 

In the case, however, of her laying out a strange body she is 
subject to the prohibition of the Local Supervising Authority. 

This Rule was framed to meet the case of villages where there is 
only one woman to do nursing and midwifery. It sounds com- 
plicated, but represents real facts, and has not been complained 
against. 

Rule 18 obliges the midwife to record any drug other than a 
simple aperient in her Register. 

The Board deliberately refrained from scheduling apeeoved 
drugs, or forbidden drugs, and placed the whole responsibility on 
the midwife. 


Rule 19 prescribes the conditions in which medical help must 
be sent for. 

It is probably the most frequently broken of all the Rules. 

The Board, in framing it, carefully avoided ordering the mid- 
wife to send for medical help, but obliged her to explain that the 
case is one in which a doctor is required, and to fill up the proper 
form and hand it to the husband or the nearest relative or friend 
present. 

This is intended to prevent the doctor from saying that the 
midwife has sent for him and is responsible for his fee; but I am 
bound to say that it has not prevented this assertion in all cases, 
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though unfounded. The choice of a medical practitioner rests with 
the patient or her representative. 

The Rule then proceeds to give instances of cases in which 
medical help is required in cases of Pregnancy, Labour, Lying-in, 
or where the child requires it. 

Finally, various forms of notification are appended. 

Rule 27 forbids a midwife to append letters to her name. Letters 

This became necessary on account of such appended letters as aan 
C.M.B., which gives a sort of impression that it is something more 
than merely ‘‘ M.B.,’”’ and is probably as good as ‘‘ C.M.G.”’ 

This use of unauthorised capital letters after a name is not con- 
fined to midwives, nor even to women, and seems to be a relic of 
original sin. 

Rule F, concerning suspension from practice, has already been Suspension 
commented on in connection with Section 8 (3) of the Midwives 
Act. 

Appended to the Rules are various certificates, also a leaflet on Forms of 
Ophthalmia Neonatorum, and one on Cancer of the Uterus, drawn pry nar oo 
up by the Chairman at the request of the Board. 

The latter is an attempt to save lives which may sometimes be 
saved by prompt treatment by making use of midwives as mission- 
aries. 

They are given to all midwives on their certification, and are 
widely distributed by many Local Supervising Authorities. 

Finally there is a simple Glossary. _ Glossary 

The course is prescribed in Rules C. Regulations 

It comprises (1.(1)) attendance on not fewer than 20 labours, SOverins 
including nursing of 20 lying-in women and their infants for 10 
days after labour (1. (2)). 

The certificates for the above are found in Schedule, Forms III. 
and IV. 

These can be signed by (C. 1. (2): 

(a) an approved medical practitioner ; 

(b) a certified midwife, being the Chief Midwife or Matron of 
an Institution recognised by the Board; 

(c) a certified midwife, being the Matron or Superintendent 
Nurse of a Poor Law Institution; 

(d) a certified midwife approved by the Board. 

It will be seen that certificates can be signed either by (1) 
officials of an approved institution or (2) by approved doctors or 
midwives. 

The approval of an Institution carries with it the approval of its 
proper officers, but these are only approved so long as they remain 
attached to the Institution. 

The approval of an individual doctor or midwife attaches to the 
individual as long as the approval lasts. 
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These approved lists are revised yearly. 

The practice of the Board is to approve Institutions when of a 
certain size and importance, such as the large Lying-in Hospitals, 
whose staffs can be trusted to be thoroughly competent; and to 
approve the individuals attached to smaller Institutions . 

In addition to this, in country districts especially, it is necessary 
sometimes to approve the best individual available, though 
unattached. This is particularly the case in Wales, where large 
mining populations exist apart from any large town. But in these 
cases the Board depends largely upon the Medical Officers of 
Health as to the desirability of approval. 

In the earlier stages of the history of the Board great pressure 
was sometimes put upon the Board to add a small Institution to the 
list of ‘‘ approved Institutions,’’ which were inclined to look down 
upon similar Institutions in which individuals had to be approved. 

I remedied this by altering the title and putting all Institutions, 
whether approved en bloc or individually, into one list, and the 
trouble instantly ceased. 

The ‘‘ course of instruction,’’ by lectures, demonstrations, etc., 
is prescribed in Rules C.1.(3), and the subjects are scheduled in 
C. 4. 

The course must extend over not less than 3 months (C. 1. (3)), 
and must consist of not less than 15 lectures. (Schedule, Form V., 
P- 37) 

The question of general education was carefully considered by 
the Board, and it was decided not to insist upon any standard 
higher than that mentioned in the Schedule: ‘‘ that she possesses 
sufficient elementary education to enable her to read and to take 
notes of cases.”’ 

Any higher standard would undoubtedly deprive the country 
of some of the best women practising as midwives. 

The Board believes that, so far as lectures are concerned, it is 
well to encourage large classes, and that for the following reasons : 

1. A large class means more adequate payment to the lecturer, 
and this makes it easier to secure one who is skilled in the difficult 
art of lecturing. 

2. A large class certainly reacts upon the lecturer, stimulating 
him, while nothing is more depressing than to lecture to a very 
small class. This does not apply to practical instruction, in which 
moderate numbers are more satisfactory. 

3. A large class probably reacts favourably upon its individual 
members. 

For this reason the Board approached the Lying-in Hospitals of 
London, and some other large Institutions, asking them whether 


they could not see their way to admit outside pupils for lectures 
only. 
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All the Lying-in Hospitals, however, but one, declined. 

The Board greatly regrets their decision. Their acquiescence 
might have given a real help towards the better training of the 
poorer midwives, who, it seems, are those who chiefly undertake the 
work of real midwives, and especially in rural districts. 

A difficulty arises at times in connection with the distribution of 
the cases of midwifery and of the lectures. It is intended that these 
should be fairly distributed throughout the 3 months of training, 
and not be crowded into a very short time, the object being 
to secure that the candidate should live for a time in an obstetric 
atmosphere. 

As deviations from the desired course were known to occur, the 
Board has issued instructions that the dates of the 20 confinements 
shall be sent in with the Schedule filled up before the Examination. 


Examinations are held in London in February, April, June, The exami- 


August, October, and December ; 

In Provincial centres (Birmingham, Bristol, Leeds, Manchester, 
and Newcastle) in February, June, and October. 

The Examination is both written and oral, the papers being set 
in London and sent down to the provinces. 

In some cases the papers are allowed to be written, under proper 
supervision, at other places, the candidates going to the authorised 
centre for the Oral Examination. As several days elapse between 
the Written and Oral Examinations this saves the expense of a 
double journey. 

The examiners consist of the rising obstetricians of the country, 
and of many who have already attained to eminence. 

I visit practically every oral examination in London and listen 
at all or most of the tables, and I have been struck by the fairness 
and patience with which the Examinations are conducted. 

It occasionally happens that the number of examiners in a parti- 
cular centre is short for an examination. In such cases an 
examiner is generally sent from or to London, as the case may be. 

This brings the various centres into touch with each other, and 
also helps to keep the standard uniform. 

But it is interesting to record the fact that when the standard at 
a centre has appeared to differ from the average (as, for instance, by 
an unusually high or low percentage of rejections) the provincial 
examiners who have taken part in London Examinations have 
always been able to assure me that the standard was practically 
identical. 

In some cases the Board has sent an expert to visit an Examina- 
tion and report. This has never revealed any serious discrepancy 
between standards, nor any serious defect. 

In arriving at a conclusion no percentage of marks is recognised, 
but examiners are requested to weigh the whole examination, 
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written and oral, and to decide on the one question : ‘‘ Is the candi- 
date safe to be allowed to practise as a midwife ?”’ 

Examiners are reminded that a candidate must never be asked. 
where she was trained ; each candidate appears as a number only. 

Each candidate has a card with her examination number. This 
she is obliged to produce or she is not allowed to enter the Examina- 
tion Hall. 

The Board has felt obliged to enforce this rule strictly ever since 
two candidates, relying on their memory, gave wrong numbers, 
with the result that an erroneous announcement of the result was 
made, leading to confusion and very undesirable comment. 

The length of training of midwives is certainly very short. 

Three months is a very short time to turn an ignorant, untrained 
woman into a competent midwife fit to deal with matters of life and 
death. 

It is certainly desirable that the duration of training should be 
prolonged, but the difficulty is the expense. Ass it is, a woman who 
is trained at an Institution has to pay fees for her keep and instruc- 
tion for at least 3 months, during which is is earning nothing, and 
this is often difficult. 

It early became likely that a large number of women who 
became candidates for the certificate of the Board had no intention 
of practising as midwives. 

In 1907 I instituted an inquiry, with the approval of the Board, 
into this question, having slips given to all the candidates, on which 
was written the question whether or not they intended to practise 
as midwives. 

In 1910 the additional question was added whether, if so, they 
intended to practise in Rural Districts. 

The results of these inquiries are seen in Table 1. 


TABLE t. 
STATISTICS OF SUCCESSFUL CANDIDATES INTENDING TO PRACTISE AS 
MIDWIVES FOR THE YEARS 1905—I913. 
Per cent of 


total success- Per cent 
No. of suc- Per cent of No. of success- ful candidates of total 
cessful can- successful ful candidates intending to successful 
didates in- candidates intending to practise, didat 
tending to intending to practise as who intend to intending to 
Total succcss- practise practise midwives who to practise in _— practise in 
ful Can as mid- as mid- intend to practise in rural rural 
didates wives wives in rural distvicts districts districts 
1905 589 
1906 1527 
1909 56°2 
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From this it will be seen that the percentage of successful candi- 
dates intending to practise as midwives was 53 in 1907 and has sunk 
to 41°8 in 1913. 

The percentage of the total intending to practise in rural dis- 
tricts has fluctuated ; but 

The percentage of the total successful candidates intending to 
practise in rural districts has sunk from 27°4 in 1910 to 20°7 in 1913, 
the decline being steady in each year. 

It is plain from this that the number of women intending to act 
as real midwives is steadily diminishing. Whether the supply will 
be equal to the demand remains to be seen, and I cannot at present 
make any sure statement on this point. 

For the last two years I have had a table drawn out showing the 
destination of the successful candidates from various Institutions. 

The tables are here appended :— 


TABLE 2. 


LONDON. 

A TABLE SHOWING FOR I9QI2 THE PERCENTAGE OF SUCCESSFUL 
CANDIDATES, APART FROM THOSE IN POOR-LAW INSTITUTIONS, 
WHO ANNOUNCED THEIR INTENTION OF PRACTISING AS MIDWIVES. 

Total Total No. %ofthose 
successful intending intending 
Candi- toprac- to prac- 
‘ dates tise tise 
Woolwich, Home for Mothers and 


New Hospital for Women ............... an 
Clapham Maternity Hospital ............ DW ws. 
Regions beyond Missionary Union... 12 ... 6 ... 500 
Salvation Army Maternity Hospital... 33 ... 16 ... 48°5 
General Lying-in Hospital ............... 
Woolwich, Military Families’ Hosp. 8 ... 3. ... 37°5 
East End Mothers’ Home ............... 
Maternity Nursing Association ......... «a 
City of London Lying-in Hosp. ......... OO ww. Wu 
Queen Charlotte’s Hospital............... Wa 13 
British Lying-in Hospital ............... 
Middlesex Hospital 21... 

ENGLAND (except London). 
Worcester County Nursing Assoc. ...... 1008 
Norwich Maternity Charity ............ 
Kingswood Nurses’ Home ............... © 
Gloucester District Nursing Society ... 13... 12 ... 92°3 
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Newcastle-on-Tyne Maternity Hosp.... 13 12 
Monmouthshire Training Centre ...... 23 21 
Devon and Cornwall Training School 31 26 
Plaistow Maternity Charity .............. 144 120 
Windsor, H.R.H. Princess Christian’s 

Chester Benevolent Institution ......... 7 4 
Derby Royal Nursing Association...... 25 14 
Birmingham Maternity Hospital ...... 44 22 
Essex County Cottage Nursing Soc. ... 18 9 
Portsmouth Military Families’ Hosp. 4 2 
Manchester, St. Mary’s Hosps. ......... 52 22 
Shorncliffe, Helena Hospital ............ 5 3 
Cheltenham District Nursing Assoc.... 13 5 
Birkenhead Maternity Hospital ......... 20 j 
Leicester Maternity Hospital ............ 9 3 
Wolverhampton Q.V.N.I. 9 3 
Leeds Maternity Hospital ............... 2 7 
Louise Margaret Hospital ............... 21 5 
Ipswich Nurses’ Home _................+ 11 
Liverpool Maternity Hospital............ 59 9 
Jessop Hospital for Women ............ 16 2 
Brighton and Hove Hosp. for Women 45 5 
Bristol General Hospital ................ 18 a 
Bristol Royal Infirmary .................. 23 — 
Chatham Military Families’ Hosp. ... 6 
Devonport Military Families’ Hosp. 3 — 
Hull Lying-in Charity 5 
York Maternity Hospital .................. 7 oo 

WALES. 
SCOTLAND. 
Glasgow Maternity Hospital ............ 48 5 
Edinburgh Royal Maternity Hosp. ... 23 1 
Aberdeen Maternity Hospital ............ 6 — 
Dundee Maternity Hospital ............ 20 — 
IRELAND. 
Dublin National Maternity Hospital... 1 I 
Dublin, Coombe Hospital ............... 2 I 
Belfast, Incorporated Maternity Hosp. 2 I 
Dublin, Rotunda Hospital ............... 33 9 


Curragh Camp Military Families’ 
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PRIVATE TEACHERS. 


. 186 ... 496 


TABLE 3. 


« 


A TABLE SHOWING FOR IQI2 THE PERCENTAGE OF SUCCESSFUL 

CANDIDATES WHO INTEND TO PRACTISE AS MIDWIVES FROM THE 
MEDICAL SCHOOLS 
COLLECTIVELY, AND VARIOUS OTHER INSTITUTIONS COLLECTIVELY. 


LYING-IN. INSTITUTIONS COLLECTIVELY, 


LYING-IN INSTITUTIONS. 


Total Total No. 
successful intending 
candidates to practise 

General Lying-in Hospital ............... ae 71 
Birmingham Maternity Hospital......... aa 22 
Manchester, St. Mary’s Hospitals ...... ks 22 
Clapham Maternity Hospital ............ 20 
Queen Charlotte’s Hospital ............... aa 18 
Salvation Army Maternity Hospital ... ae ite 16 
East End Mothers’ Home .................. ee 13 
Newcastle-on-Tyne Maternity Hospital «was 12 
City of London Lying-in Hospital ...... ae 10 
Liverpool Maternity Hospital ............ dss 9 
Dublin, Rotunda Hospital ............... ae 9 
Birkenhead Maternity Hospital ......... a 7 
Leeds Maternity Hospital .................. er 7 
Woolwich, Home for Mothers and Babies — ~s- 6 
Glasgow Maternity Hospital............... 5 
Leicester Maternity Hospital ............ 3 

Windsor, H.R.H. Princess Christian’s 
Jessop Hospital for Women ............ Ww Age 2 
British Lying-in Hospital .................. I 
Edinburgh Royal Maternity Hospital... see I 
Belfast Incorporated Maternity Hospital I 
Dublin, National Maternity Hospital... I 
Dublin, Coombe Hospital .................. I 
Aberdeen Maternity Hospital ............ 
Dundee Maternity Hospital ............... 
259 


33 
Total............... 1896 .. 
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MEDICAL SCHOOLS. 


Total Total No. 
successful intending 
candidates to practise 

New Hospital for Women.................. teen 5 
16 
= 161% 
OTHER INSTITUTIONS. 
Plaistow Maternity Charity ............... ar 120 
Devon and Cornwall Training School... ee 26 
Monmouthshire Training Centre ...... 21 
Worcester County Nursing Association 15 
Derby Royal Nursing Association ...... 14 
Gloucester District Nursing Society ... 12 
Essex County Cottage Nursing Society ae 9 
Norwich Maternity Charity ............... tas 9 
Maternity Nursing Association ......... rn 9 
Kingswood Nurses’ Home............... 6 
Brighton and Hove Hospital for Women ae 5 
Cheltenham District Nursing Assoc. eo 5 
Chester Benevolent Institution ......... glee 4 
Wolverhampton Q.V.N.I. 3 
Ipswich Nurses’ Home 2 
420 me 
= 64'8% 


TABLE 4. 


A TABLE SHOWING FOR I9QI3 THE PERCENTAGE OF SUCCESSFUL 
CANDIDATES, APART FROM THOSE IN POOR LAW INSTITUTIONS, 
WHO ANNOUNCED THEIR INTENTION OF PRACTISING AS MIDWIVES. 


LONDON. 


Total Total No. °/, of those 
successful intending intending 


candi- to to 
dates practise —_ practise 
Woolwich Home for Mothers and 
Clapham Maternity Hospital ............ 
East End Mothers’ Home ............... 


Salvation Army Maternity Hospital... 34 ... 10 ... 294 
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Total Total No. 

successful intending 
candi- to 

dates _ practise 
General Lying-in Hospital ............... 130 30 
St. Bartholomew’s Hospital ............ 4 I 

Poplar, Regions Beyond Missionary 
13 3 
British Lying-in Hosp.(2 Exams. only) 9 2 
City of London Lying-in Hospital ... 68 13 
Woolwich, Military Families’ Hosp.... 6 I 
New Hospital for Women ............... 8 I 
Middlesex Hoepital 18 2 
Queen Charlotte’s Hospital ............ 107 11 
University College Hospital............... 13 — 
ENGLAND (except London). 
Devon and Cornwall Training School 29 26 
Essex County Cottage Nursing Soc. 18 16 
Gloucester District Nursing Society... 13 il 
Norwich Maternity Institution ......... 15 13 
Monmouthshire Training Centre ...... 13 10 
Plaistow Maternity Charity ............ 159 122 
Staffordshire Training Home for Nurses 15 11 
Chester Benevolent Institution ......... 7 5 
Cheltenham District Nursing Assoc. 17 12 
Newcastle-on-Tyne Maternity Hosp. 12 8 
Worcester County Nursing Assoc. 12 8 
Ipswich Nurses’ Home .................. 15 8 
Devonport, Military Families’ Hosp. 2 I 
Kingswood Nurses’ Home ............... 8 4 
Windsor, H.R.H. Princess Christian’s 

Derby Royal Nursing Association...... 19 9 
Manchester, St. Mary’s Hospitals ...... 61 27 
York Maternity Hospital ............... 7 4 
Birmingham Maternity Hospital ...... 35 13 
Portsmouth Military Families’ Hosp. 3 I 
Shorncliffe, Helena Hospital ............ 6 2 
Birkenhead Maternity Hospital ......... 13 4 
Leeds Maternity Hospital.................. 26 7 
Hull Lying-in Charity ...............:0604 4 I 
Leicester Maternity Hospital ............ 8 2 
Jessop Hospital for Women ............ 17 4 
Brighton Hospital for Women ......... 43 9 


°/, of those 
intending 
to 
practise 
277 
25. 
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Liverpool Maternity Hospital 
Louise Margaret Hospital 
Bristol Royal Infirmary 
Bristol General Hospital 
Chatham Military Families’ Hospital 
Wolverthampton Q.V.N.I. 


Aberdeen Maternity Hospital 
Glasgow Maternity Hospital 
Edinburgh Royal Maternity Hospital 
Dundee Maternity Hospital 


Dublin, Coombe Hospital 
Dublin, National Maternity Hospital 
Curragh Camp Military Families’ Hosp. 
Dublin, Rotunda Hospital 
Belfast Incorporated Maternity Hosp. 
Belfast, Ulster Hospital 
Cork Lying-in Hospital 
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A TABLE SHOWING FOR 


INSTITUTIONS 


LYING-IN INSTITUTIONS. 


Total 
successful 
candidates 


General Lying-in Hospital 
Manchester, St. Mary’s Hospitals 
Clapham Maternity Hospital 
East End Mothers’ Home 
City of London Lying-in Hospital 
Birmingham Maternity Hospital 


1913. THE PERCENTAGE 
CANDIDATES WHO INTEND TO PRACTISE AS MIDWIVES FROM THE 
COLLECTIVELY, 
COLLECTIVELY, AND VARIOUS OTHER INSTITUTIONS COLLECTIVELY. 


MEDICAL 


130 
61 
37 
53 
68 
35 


38°2 


OF SUCCESSFUL 


SCHOOLS 


Total No. 
intending 
to practise 
36 
27. 
17. 
17 
13 
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Queen Charlotte’s Hospital 
Dublin, Rotunda Hospital ............... 
Salvation Army Maternity Hospital ... 
Liverpool Maternity Hospital ............ 
Newcastle-on-Tyne Maternity Hospital 
Leeds Maternity Hospital .................. 
Birkenhead Maternity Hospital 
Jessop Hospital for Women 
Glasgow Maternity Hospital —......... 
Windsor, H.R.H. Princess Christian’s 
York Maternity Hospital .................. 
Edinburgh Royal Maternity Hospital... 
Woolwich, Home for Mothers and Babies 
Leicester Maternity Hospital 
Dublin, Coombe Hospital ............... 
British Lying-in Hospital (2 Exams. 
only) 
Hall 
Aberdeen Maternity Hospital ............ 
Dublin, National Maternity Hospital ... 
Dundee Maternity Hospital ............... 
Belfast Incorporated Maternity Hospital 
Cork Lying-in Hospital 


MEDICAL SCHOOLS. 


New Hospital for Women .................. 
St. Bartholomew’s Hospital ............. 
University College Hospital 


OTHER INSTITUTIONS. 


Plaistow Maternity Charity 


Devon and Cornwall Training School... 
Essex County Cottage Nursing Society 
Maternity Nursing Association 


Total 
successful 
candidates 


107 
35 


Total No. 
intending 
to practise 


| — II 
II 
34 {0 
59 9 
12 maint 8 
26 7 
13 4 
17 4 
wn 
29 3 
4 2 
8 2 
4 2 
9 2 
I 
| I 
19 : 
wit 
828 
=25'5% 
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13 
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Norwich Maternity Institution ......... 13 
Cheltenham District Nursing Assoc. 12 
Gloucester District Nursing Society ... II 
Staffordshire Training Home for Nurses a II 
Monmouthshire Training Centre ...... 10 
Brighton Hospital for Women ......... > Sten 9 
Derby Royal Nursing Association ...... _— 9 
Worcester County Nursing Association kanes 8 
Chester Benevolent Institution .......... apis 5 
Kingswood Nurses’ Home ............... haan 4 
Wolverhampton 

294 

=67°7% 


It will be seen that, speaking generally, most of the great 
lying-in hospitals are principally engaged in training monthly 
nurses, while genuine midwives receive their training from other 
institutions. The one exception in London is the General Lying-in 
Hospital which trains many who intend to practise at midwives, 
many of these again in rural districts. 

Now the Midwives Act was never intended merely to turn out 
gilt-edged monthly nurses, and it is plain that the work of the 
Board must be the training and supply of real midwives, especially 
for rural districts; and that institutions are valuable to the country 
in proportion as they subserve this purpose. 

In studying the tables which I have had prepared for 1912 and 
1913, regard must be had, not only to percentages, but to the actual 
numbers; for it is the numbers of midwives, actually recruiting 
the ranks for active service rather than the percentages which 
matter. 

The energy of a small institution may give it a high percentage, 
but the numbers trained must always be small. 

The table in which the various sorts of institutions are grouped 
together and their output of genuine midwives compared is instruc- 
tive. 


In 1912 the results were as follows :— 

Medical Schools provided gg successful candidates, of whom 16 
intended to practise as midwives, or 16°1 per cent. 

Lying-in Institutions provided 894 successful candidates, of 
whom 259 intended to practise as midwives, or 29 per cent. 

Other Institutions (mostly rural, such as county nursing associa- 
tions) provided 420 successful candidates, of whom 272 intended 
to practise, or 64°8 per cent. 
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In 1913 the results were as follows :— 

Medical Schools provided 113 successful candidates, of whom 9 
intended to practise as midwives, or 8 per cent. 

Lying-in Institutions provided 828 successful candidates, of 
whom 211 intended to practise as midwives, or 25°5 per cent. 

Other Institutions provided 434 successful candidates, of whom 
294 intended to practise as midwives, or 67°7 per cent. 

For the year 1912 the number from these 3 groups intending 
to practise as midwives was 547. 

In 1913 it was 514. 


~ 
| 
4 


328 Journal of Obstetrics and Gynecology 


The Sustentacular Apparatus of the Female Genital 
Canal, the Displacements that result from the 
yielding of its several components, and their 
appropriate treatment.* 


By Vicror Bonney, M.S., M.D., B.Se., (Lond.), F.R.C.S. 


(Assistant Gynaecological Surgeon to the Middlesar Hospital, 
Surgeon to the Chelsea Hospital for Women, etc.). 


Tue current teaching concerning the nature and mechanism of the 
displacements of the female genital canal is in an unsatisfactory 
state. 

It is desirable that the indefinite views that have obtained here- 
tofore should be replaced by unanimous and correct teaching, for 
the false conception expressed in the terms ‘ prolapse of the uterus’ 
or ‘ falling of the womb’ has resulted in the performance of opera- 
tions which would never have been carried out had the actual 
mechanism of the displacements of the genital canal been under- 
stood. 


THE SUSTENTACULAR APPARATUS OF THE GENITAL CANAL. 


The subject of what holds the genital canal, and pariicularly the 
uterus, in position has been much debated, authorities variously 
alleging the function to belong to the broad ligaments as a whole, 
the perivascular sheaths, the pelvic floor, and so on. 

This attempt to saddle the onus on one element of the susten- 
tacular apparatus always appears to me as futile as endeavouring to 
decide which particular brick supports a wall. It is obvious that 
all the structures attached to the canal play their part in keeping 
it in position, and that the yielding of any one of them, in the exer- 
cise of this function, causes an increased strain to be thrown on the 
remainder. 

Regarded in this way, the elements composing the sustentacular 
apparatus may for practical purposes be divided into three groups: 

(1) The upper supporting group, 
(2) The middle supporting group, and 
(3) The lower supporting group. 


Tur Urrrer Suprortine Grovp. 


The upper supporting group comprises all the structures that 
are attached to the body of the uterus: the broad ligaments and 
all that is contained in them—the peritoneum, the ovarico-pelvic | 

* Read before the Glasgow Obstetrical Society, May 20, 1914. 
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and ovarico-uterine ligaments, the round ligaments, the ovarian 
vessels, and their perivascular sheaths, and the parametric tissues 
other than these (see w in diagram), 

Though individually of little strength, taken together, these 
components have a definite value in maintaining the upper part of 
the genital canal in its normal position, a subject to which I shall 
return presently. 


Tur Mippie Svuprortinc Grovp. 


The middle supporting group consists of the utero-sacral liga- 
ments and the lateral cervico-pelvic, or Mackenrodt’s ligaments. 
Whether these latter should be termed ‘ ligaments’ is disputed by 
some, but the point is of no practical importance. That these radiating 
masses of fibro-cellular tissue are very definite structures, and play 
an important part in maintaining the position of the vaginal vault 
and cervix, is obvious to all who have performed the modern radical 
operation for carcinoma of the cervix. With the middle supports 
should be included the uterine vessels and their perivascular 
sheaths, those fibres which pass over the ureter from the lateral 
aspect of the cervix to the lateral aspect of the bladder on either 
side, and also these fibres of adhesion which bind the supravaginal 
cervix and anterior vaginal vault to the bladder (see m in diagram). 

The middle supports are much stronger than the upper supports. 
They hold the cervix and vaginal vault in position, and consequently 
indirectly support the body of the uterus. 


Tue Lower Suprortine Grove. 


The lower supporting group consists of the pelvic floor proper, 
viz.: the levatores ani, the bulbo-cavernous and transversus perinei 
muscles, the fascie lying above, below, and between them, the 
triangular ligaments and the perineal body. 

This last structure is important, because on its integrity depends 
the sharp curve forwards of the lower end of the vagina whereby a 
mechanism obtains, similar to that of the faleiform valves described 
in the veins of the placental site (see / in diagram), 


Tue Resuits or YIELDING OF THE SUSTENTACULAR APPARATUS. 


These three groups, then, make up the normal sustentacular 
apparatus of the genital canal, yielding of which, either in whole or 
in part, is the cause of its displacement. 

It is obvious, therefore, that there are seven possible conditions, 
as follows :— 


1. Yielding of the upper supporting group; 
2. Yielding of the middle supporting group; 
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. Yielding of the lower supporting group; 

. Yielding of the upper and middle supporting groups; 
. Yielding of the lower and middle supporting groups; 
. Yielding of the lower and upper supporting groups; 
. Yielding of all the supporting groups. 


CO 


1. Yeelding of the Upper Supporting Group: (Retroversion and 
Retroflexion of the Uterus).—Diagram 1. 


Imagine the tissues attached to the body of the uterus suddenly 
relaxed, or, better still, suppose them divided on either side by a pair 
of scissors, what happens to the uterus? It becomes abnormally 
mobile. This may be observed during the performance of any routine 
hysterectomy. If the woman leant forward or lay prone, it would 
fall against the symphysis; if she lay on her side, it would fall to that 
side; if she lay on her back, it would sink into the hollow of the 
sacrum, 

Once in the last position, however, it would remain there, unless. 
indeed, she stood on her head. It would become retroverted. 

In nature it is, of course, rare to have retroversion consummated 
with the rapidity of this hypothetical case; nevertheless, it probably 
sometimes occurs as the result of violent shock or strain. 

Much more commonly, however, the yielding of the parametric 
tissues is due to a loss of resilience, the result of subinvolution after 
childbirth, or natural tissue laxity, and takes place more or less 
gradually. 

In some cases the broad ligaments, though themselves normal, 
yield because undue traction is made upon them. Thus a myoma- 
tous uterus often retroverts, while the shrinkage of adhesions due to 
posterior pelvic peritonitis or the pressure of an ovarian tumour in 
front of the uterus, leads to the same result. 

Finally, yielding of the middle supports of the genital canal 
(utero-sacral and lateral cervico-pelvic ligaments) imposes an in- 
creased strain on the upper supports, which, if unequal to the 
additional burden, will give away. I shall return to this yielding 
due to function transference later. 

A uterus once retroverted remains so unless treated; at first, 
because in no ordinary posture is there any tendency for it to correct 
itself; later on, because the surrounding peritoneal folds and other 
tissues readjust themselves to the new position. A large number of 
so-called ‘ fixed retroversions ’ are of this nature, the ‘ fixation’ not 
being due to adhesions but to the fact that certain of the surrounding 
tissues have shortened. It is important to realise this. The uterus 
in many of these cases can be prised forwards with the sound or 
even pushed forward by the fingers, but it will not stop forward 
because the tissues that environ it are no longer adapted to the ante- 
verted position. The uterus is replaceable, but not retainable. 
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Yielding of the upper supports imposes an unnatural strain on 
the middle supports, and particularly on the utero-sacral ligaments, 
which tend to stretch and allow the cervix to move forwards. 

I have not separately considered retroflexion, because bending 
backwards of the uterus is always secondary to retroversion, and 
depends chiefly on the consistency of the uterus. Secondary yield- 
ing of the utero-sacral ligaments no doubt minimises the tendency to 
retroflexion. 


2. Yielding of the Middle Supporting Group: (Inversion of the 
Vagina with elongation of the Cervix).—Diagram 2. 

Yielding of the utero-sacral and lateral cervico-pelvic ligaments 
mobilises the vaginal vault and allows of inversion or descent of the 
vagina from above downwards to take place. 

As the vaginal vault descends the cervix must come down with it, 
the process being exactly analogous to that form of intussusception 
in which the ileo-caecal valve and orifice passes into the ascending 
colon. 

To this variety of displacement the terms ‘ prolapse of the 
uterus’ or ‘ prolapse of the cervix’ are often applied, but they are 
misnomers. It is the vagina and not the uterus or cerviz that is at 
fault. Nay, more, the uterus, far from being the cause of the 
condition, actually acts as a ligament endeavouring to prevent 
inversion of the vaginal vault, so long as the upper supports have any 
resisting power left in them. 

In a case in which the utero-sacral and lateral cervico-pelvic 
ligaments are alone relaxed: the intra-abdominal pressure tends to 
invert the vagina from above downwards. The uterus is therefore 
dragged upon by the descending vaginal vault, but the broad 
ligaments remaining firm keep the fundus of the uterus, for a while 
at least, at its normal level. The result is that the uterus, and 
particularly the supra-vaginal cervix, becomes stretched until, with 
the fundus still in its proper position, the vaginal vault and cervix 
may be outside the vulva. 

This réle of the uterus as part of the sustentacular apparatus of 
the vaginal vault has not, as far as I am aware, been described before, 
but a moment’s consideration will show you that it does act thus, and 
that this action becomes increasingly direct the more the uterus is 
pulled down. 

The mechanism by which the uterus becomes elongated is well 
illustrated by those not uncommon cases in which, with the idea of 
curing vaginal inversion, the organ has been operatively converted 
into a direct ligament of the vaginal vault by suturing it to the 
anterior abdominal wall. 

Ventrofixation performed with this object, but unsupplemented 
by plastic procedures from below, directed to the support of the: 
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vagina, frequently fails in its intent, for the vaginal vault, still 
inverting, pulls upon and stretches the uterus until the cervix once 
more appears at the vulva. 

Perhaps, however, the best demonstration of the fact that the 
uterus actually impedes the occurrence of “ prolapse” is afforded 
by the results of an operation carried out under the mistaken notion 
that that organ is the principal offender. I refer to hysterectomy. 
What more logical than to relieve the symptoms of “ falling of the 
womb” by removing the womb: no womb —no falling. But what 
actually happens is that the patient is left much worse off, for the 
vagina, unrestrained by the uterus, now turns inside out far more 
readily than before. 


3. Yielding of the Lower Supporting Group: (Eversion of the 
Vagina—* Cystocele”’ and “ Rectocele”’).—Diagram 3. 

Yielding of the pelvic floor deprives the lower end of the vagina 
of support, so that the intra-abdominal pressure applied through the 
bladder and rectum tends to evert the canal or turn it inside out from 
below upwards. 

This movement towards eversion is normally present, and can be 
seen in any woman if she bears down sufficiently, but when the 
pelvic floor is relaxed it becomes excessive, and results in the tissues 
involved becoming stretched, so that the eversion becomes per- 
manent. 

The anterior vaginal wall is most affected as a rule because it is 
least supported and because the intra-abdominal pressure is more 
directly applied to it. As the anterior wall everts the bladder comes 
down with it (cystocele), this viscus herniating between the divari- 
cated edges of the levatores ani muscles. The rectum also follows the 
posterior wall (rectocele), but to a less extent, a “slip” tending to 
occur between them so that the cleavage plane that divides them 
becomes more marked. 

In a case where the lower supporting group is alone relaxed the 
vaginal vault and cervix remain at their normal level and the 
eversion of the vagina is accomplished by elongation of the vaginal 
walls. 

The movement of eversion, however, by pulling on the vaginal 
vault throws an increased strain on the middle supporting group 
under which it may subsequently yield. 


4. Yielding of the Upper and Middle Supporting Groups: (In- 
version of the Vagina with descent of the Uterus).— 
Diagram 4. 


If the upper supporting group (the broad ligaments and other 
parametric tissues) and the middle supporting group (utero-sacral 
and lateral cervico-pelvie ligaments) both yield, a form of displace- 
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ment occurs in which the vagina, inverting, carries the whole uterus 
with it. ‘To this variety the term “prolapse of the uterus” is therefore 
better applied, because that organ does in fact descend. Nevertheless, 
in this, as in cases of pure middle supporting group laxity, the uterus 
only descends because it is dragged upon by the inverting vaginal 
vault. 

In the absence of such traction it would simply retrovert. More- 
over, even here the presence of the uterus tends to restrain the rate 
of vaginal inversion, partly by increasing the bulk of the parts to be 
inverted, and partly by such resistance to stretching as the broad 
ligaments can still offer. 

Where two or more members of the supporting groups have 
yielded it is of interest to consider the order in which they gave way, 
for the yielding may have been simultaneous or consecutive. 

In many of the cases of combined upper and middle group 
laxity, the yielding of the upper group is probably secondary to the 
yielding of the middle group, the broad ligaments having stretched 
under the abnormal pull exercised on them through the uterus by 
the inverting vaginal vault. 


5. Yielding of the Lower and Middle Supporting Groups : 
(Extroversion of the Vagina, with Elongation of the 
Cervia).—Diagram 5. 

When the utero-sacral and lateral cervico-pelvic ligaments and 
the pelvic floor have all yielded, the vagina both inverts and everts. 

We will pause to consider for a moment what will happen when 
a cul-de-sac like the vagina is endeavouring to turn inside out, both 
from below upwards and from above downwards simultaneously. 

If the movement of eversion takes place throughout at the same 
rate as the movement of inversion, the latter movement will be 
entirely masked, the inversion being, so to speak, taken up by the 
eversion as fast as it occurs. * 

If the movement of eversion is quicker than the movement of in- 
version, the latter will not occur at all, the distal end of the cul-de- 
sac being actually pulled down by the everting force alone. If, 
however, the movement of inversion is quicker than the movement 
of eversion, the inverting distal end of the cul-de-sac will overtake 
the everting proximal end and will appear at the outlet before the 
cul-de-sac is completely turned inside out. 

It is thus with the vagina as anyone may satisfy himself if he 
will take the trouble to watch its movements whilst a patient, the 
subject of “ prolapse,” strains down. 

In some cases the displacement can be seen to take place en- 
tirely as a movement of eversion, whilst in others, after the lower 


*The movement of inversion, can however, be disclosed by holding up the cystocele 
and rectocele with the fingers whilst the patient strains down. The cervix and 
vault will then appear at the vulva by inversion alone. 
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end: of the canal has everted to a certain extent, the cervix and 
vaginal vault comes thrusting down into the open, between the pre- 
viously extruded cystocele and rectocele. 

In whichever way it is brought about, the vagina ends in being 
turned completely inside out, or extroverted. 

As the vaginal vault descends the cervix is brought down with 
it. If, however, the upper supporting group is sufficiently strong, 
the uterine fundus may be little or not at all below its normal level, 
the uterus, and particularly the supra-vaginal cervix, being stretched 
in the same way as occurs when the middle supporting group is 
alone relaxed. 

Naturally cases of this type are not common, because on account 
of the enormous strain put upon the broad ligaments, they have 
usually undergone secondary yielding. It is, however, quite com- 
mon to see this type of displacement where ventrofixation of the 
fundus has previously been performed. 

Yielding of the middle and lower supporting groups may occur 
coincidentally, in which case the lengthening of the vaginal wall, 
characteristic of yielding of the lower supporting group alone, does 
not occur. If, however, the middle group gives way secondarily to 
the yielding of the lower group, the vagina is markedly elongated. 


6. Yielding of the Upper and Lower Supporting Groups: 
(Retroversion of the Uterus, with Eversion of the Vagina 
—‘Cystocele and Rectocele).—Diagram 6. 


The outcome of this state of affairs is retroversion, combined with 
eversion of the vagina (cystocele and rectocele). The combination 
of these displacements is very common, and you will note that in 
this event a very greatly increased strain is thrown on the utero- 
sacral and lateral cervico-pelvie ligaments on which the whole sup- 
port of the genital canal now devolves. When in course of time 
these give way, the condition next to be described is brought about. 


7. Yielding of all the Supporting Groups: (Eatroversion of the 
Vagina with descent of the Uterus).—Diagram 7. 


Yielding of the entire sustentacular apparatus of the genital 
canal produces extroversion of the vagina. With the extroverted 
vagina comes down the whole uterus in retroversion, and in addition 
the base of the bladder, the anterior rectal wall, and the lower part 
of the utero-rectal peritoneal fossa (Douglas’ pouch). 

It will be noted how small a portion of the protruded mass is 
formed by the uterus. 

The order in which the three groups of supports that constitute 
the sustentacular apparatus give way, varies in different cases. The 
process of weakening and stretching may affect them all simul- 
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taneously, but more commonly one group takes the lead, the others 
following suit after an interval of more or less length, because they 
are unequal to the increased burden thrown on them by the primary 
defaulter. As in yielding of the middle and lower supporting 
groups alone, the extroversion of the vagina may be seen in different 
cases to take place as a movement of eversion alone or of eversion 
and inversion combined. 


CERTAIN SUB-VARIETIES. 


These are the seven main clinical conditions that result 
from yielding of the sustentacular apparatus of the genital canal, 
either in part or in whole, and I think that you will recognise that 
you have met with them all many times, though perhaps without 
always appreciating their significance. 

There are certain sub-varieties of displacement which depend 
upon the yielding not of a whole supporting group, but of one or 
other of the ligamentous structures that comprise it. 

Thus laxity of the utero-sacral ligaments alone is responsible for 
that very common type of displacement called by some “ retro- 
position,” but more correctly “retroversion with anteflexion,” the 
cervix moving forwards so that it is retroverted whilst the fundus is 
held by the round ligaments, so that the body of the uterus becomes 
bent. Laxity affecting the utero-sacral ligaments alone would seem 
as a rule to be due to some congenital fault, for “ retroposition ’”’ is 
most often seen in young multiparous persons. 

Vaginal inversion usually affects the posterior vault more than the 
anterior. Occasionally the former may alone be involved, the front 
wall of Douglas’ pouch herniating into the vaginal lumen. Excep- 
tionally the reverse occurs; the anterior fornix alone coming down. 

The occurrence of cystocele without rectocele and vice versa is 
another example, the front or back portion of the pelvic floor as the 
case may be being alone relaxed. 


TREATMENT. 


The treatment of sustentacular relaxation in general may be car- 
ried out along two lines :— 
(1) Restoration of the relaxed normal supports. 
(2) Substitution of the relaxed normal supports by artificial 
supports. 

In considering the application of these two principles of Restora- 
tion and Substitution to the treatment of displacements of the 
genital canal, a few general remarks are first necessary. 

Restoration.—In effecting the repair of a relaxed support this 
important fact has to be borne in mind, namely, that we are dealing 
as arule not merely with stretched tissue, but with tissue per- 
manently altered as regards its resistance and resiliency, 
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It does not therefore suffice to restore the status quo ante, the 
fault must be over corrected. 

In regard to the treatment of displacements by restoring the 
normal supporting mechanism, it may here be remarked that in 
certain forms where the laxity of the latter is not extreme, and par- 
ticularly where it is recent, much may be done by simply resting 
the supports. 

Even in advanced cases of vaginal inversion and eversion, and 
particularly inversion, several weeks stay in bed markedly improves 
matters for a time at least. 

Experience in out-patient departments has taught me that many 
of the symptoms accompanying “ falling of the womb” are much 
alleviated by simply improving the patient’s general health. The 
deformity is not cured, of course, but the patient ceases to complain 
of it, and whereas in my earlier days it was my practice to introduce 
a pessary immediately, or advise an operation, I now, in cases of 
relatively slight displacements, merely give the patient a tonic, re- 
assure her that her trouble is not serious, and advise her to pay as 
little attention to it as possible. 

Substitution.—Turning to the general aspect of treatment by 
“ substitution,” this may take the form of operative construction of 
new supports or the application of the mechanical contrivances 
known as pessaries. 

Of the two methods, the first is the most scientific, for pessaries 
act by putting the relaxed tissues on the stretch, tautening them, 
but by the very tautening, increasing the tendency to elongation. 
Thus, though palliative in some cases, they are rarely curative. 

With this preface I will pass on to the application of the prin- 
ciples of Restoration and Substitution to each of the seven forms of 
displacement which I have described. 


(1) Yielding of the Upper Supporting Group.—Diagram 1. 


Retroversion of the uterus, producing neither symptoms nor ill 
results, requires no treatment. 

Where, however, the displacement is giving rise to trouble, we 
have the choice of 

(a) Restoring the supporting group at fault, or 
(6) Substituting or supplementing it by an artificial support. 

Restoration.—Restoration of the relaxed broad ligaments is car- 
ried out by performing one of the operations that collectively come 
under the head of Shortening the Round Ligaments. 

It is not within the scope of this paper to discuss the relative 
merits of the various techniques in use. I personally much prefer 
the method of retroperitoneal plication through an abdominal in- 
cision introduced by Barrett, because it effects a shortening of the 
whole of the broad ligaments on either side, and lifts the uterus up 
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in a way that some of the other methods fail to do. It is to be 
remembered that of all the displacements retroversion is the only one 
that has been caused by gravity alone, the intra-abdominal pressure 
taking no part in its production. Hence, if the weight of the uterus 
be not excessive, and if the organ be brought into anteversion so 
marked that even when the patient lies supine, gravity has but little 
tendency to cause the fundus to fall backward, relapse after the 
operation is most unlikely. 

In as much as in many cases of retroversion some lengthening of 


the utero-sacral ligaments has occurred it is logically sound to 


shorten these as well. This may be done either through an abdo- 
minal or vaginal incision, the first alternative being the best, I 
believe. The Barrett operation is so efficient that I have found it 
unnecessary thus to supplement it; but I have performed it in com- 


bination with the sling operation, and also with pre-uterine plication 


of the round ligaments. 

Substitution.—Turning next to the substitution of the relaxed 
upper supporting group by an artificial support; this may be carried 
out either by an operation or by inserting a pessary. 

Of the operations there are two main types. Ventrofixation and 
Vaginofixation—neither of them are anatomical; they are not in- 
tended to be; they are founded on the principle of substitution and 
not restoration. Of the two it is generally agreed upon that ventro- 
fixation (under the term including all operations making an artificial 
attachment of the body of the uterus to the anteriorabdominal wall) is 
by far the best. It has been performed very largely in this country 
by various operators, and in my experience its results are good. 

In theory, however, restoration is better than substitution if it 
can be effected as safely and securely, and, moreover, after ventro- 
fixation, the uterus is not left in so good a position as after round 
ligament shortening; it may occasion a painful scar at the point of 
fixation, and very occasionally difficulties may arise in subsequent 
pregnancy and labour. 

For these reasons it should be abandoned as a treatment for 
cases of pure backward displacement, save under exceptional cir- 
cumstances, 

Lastly, as regards the use of pessaries for retroversion, they have 
no effect on the main fault, namely, the relaxation of the upper sup- 
porting group, but in cases where laxity of the utero-sacral liga- 
ments exists, they have some logical application, for their action is 
to put those ligaments and also the fibres of the lateral cervico- 
pelvic ligaments on the stretch. They thus steady the cervix and 
tend to drag it backwards. Their effect is practically nil when 
applied to cases of pure upper supporting group laxity. 

There is a small group of cases in which the function of the 
broad ligaments is so little impaired that if the uterus be first re- 
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placed, the addition of slight stretching of the middle supporting 
group suffices to keep it in position. Such cases form not more than 
10 per cent. of all cases of retroversion, and it will be found that 
in most of them the pessary can be removed in from three to nine 
months without the displacement recurring, because the structures 


composing the upper supporting group have recovered their normal 
length and tone. 


(2) Yielding of the Middle Supporting Group.—Diagram 2. 


A case of pure inversion of the vagina may be treated either by 
restoring the relaxed middle supporting group, or by substituting 
for that apparatus one artificially made. 

Restoration.—The utero-sacral and lateral cervico-pelvic liga- 
ments can be tautened by the vaginal route. The latter structure is 
the one which it is most important to shorten, 

In cases of pure middle supporting group laxity, however, there 
is this drawback to tautening the supports of the vaginal vault— 
namely, that the hypertrophied supravaginal cervix tends to keep 
the vaginal vault in its lowered position, in spite of the operation ; 
and, moreover, in marked inversion it is difficult to shorten them 
sufficiently. 

Considerable redundancy of the wall of the vaginal vault is pre- 
sent in these cases, and if, therefore, it be decided upon to repair 
the relaxed ligaments of the vault, this should be combined with 
amputation of the cervix high up, and free removal of the redundant 
vaginal mucous membrane. 

Substitution.—Substitution of the normal sustentacular apparatus 
of the vaginal vault by an artificial support can be effected either by 
operative or mechanical means. The most obvious operation con- 
sists in ventrofixing the uterus so as to make it act as a direct and 
not an indirect ligament to the vaginal vault. 

In carrying this out it is important to attach the uterus as high 
as possible, so as to pull out thoroughly the slack of the vaginal wall. 

Here, again, the elongated supravaginal cervix limits the extent 
of upward traction, for if the broad ligaments are normally resistant 
the highest point to which the fundus can be pulled is still insufficient 
to effect much traction on the vaginal vault. 

There are two ways of overcoming this. The first is by dividing 
the broad ligaments or their most resistant element, the round liga- 
ments on either side, so as to allow the uterus to be pulled up suf- 
ficiently high to take up the vaginal inversion. The second is to 
perform subtotal hysterectomy, and either fix the cervical stump 
to the abdominal wall or else attach the round ligaments to it after 
they have been sufficiently shortened by cutting portions of them 
away. 

As regards pessaries, that most commonly used—the ring—acts 
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by putting the relaxed ligaments and the redundant upper vaginal 
wall on the stretch, and so preventing inversion of the vault. It 
would, therefore, be to an extent efficient in restraining the dis- 
placement, were it not for the elongation of the supravaginal cervix 
which keeps the vault in its lowered position, and frequently 
renders the retention of an instrument impossible. 


(3) Yielding of the Lower Supporting Group.—Diagram 3. 


Restoration.—As the pelvic floor is at fault treatment must be 
directed towards restoring it. The technique of perineoplasty and 
colporraphy has been immensely improved upon of late years, and 
when these operations are properly carried out, a permanently suc- 
cessful result is usually attained. 

In performing them, the principle of over-correction must be 
borne in mind, for the tissues are permanently weakened and merely 
to restore the original conformation of the parts will not suffice. 
Thus the new perineum requires to be large enough to form a partial 
operculum to the vaginal orifice, so as to exaggerate the normal for- 
ward curve of the vagina. It should be built up from apex to base 
by successive layers of catgut sutures, those approximating the edges 
of the levatores being most important. This again is an example of 
over-correction, for normally the fibres of the levatores do not unite 
in front of the rectum, 

Since the vaginal walls are elongated, free excision of the re- 
dundancy must be carried out both when performing posterior and 
anterior colporraphy. The first of these proceedings is conjoined 
with the perineoplasty. As regards anterior colporraphy, whichever 
method is chosen, the bladder base must be entirely freed, displaced 
upwards, and secured there by a suture or sutures tautening the 
fascia which underlies it. 

Substitution.—There are no operative means of making a substi- 
tute for the pelvic floor short of Le Fort’s operation. This pro- 
cedure, the proper application of which I will deal with presently, 
is rarely indicated in cases of pure cystocele and rectocele. 

An attempt is sometimes made to rectify the displacement by 
pulling the vagina up from above by means of fixing the uterus 
high up on the anterior abdominal wall. _—As an operation for pure 
eversion of the vagina it is quite useless and foolish, for the vaginal 
vault is already at its proper level, and the resistance of the middle 
supporting group makes it impossible to pull the vault up sufficiently 
to take in the slack from the lower end of the vagina. A pessary 
inserted for cystocele and rectocele, if it acts at all, acts in this way, 
namely, by stretching the vaginal wall above the pelvic floor and 
taking the “slack” out of the former. 

In many cases the instrument cannot be retained because of the 
absence of the perineal body, whilst in others, the redundancy is too 
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great to be restrained in this way, or is situated below the sphere of 
action of the instrument. 


(4) Yielding of the Upper and Middle Supporting Groups .— 
Diagram 4. 

Restoration.—If restoration is aimed at, shortening the round 
ligaments should be combined with tautening the lateral cervico- 
pelvic ligaments. There is not that constant necessity to amputate 
the cervix that obtains in pure middle supporting group yielding, 
because if the yielding of the upper supporting group has ante-dated 
or been coincident with the yielding of the middle supporting group, 
the cervix is not elongated. Where, however, the upper group has 
given way secondarily to yielding of the middle group, elongation 
of the cervix is present and amputation is required on this account. 

In all cases of marked vaginal inversion, however, considerable 
redundancy of the upper part of the vaginal wall is present and the 
removal of the excess is most easily performed by amputating the 
cervix, 

It is, therefore, a legitimate proceeding, in either case, though 
if it be preferred, a ring of the vaginal wall can be removed without 
excising the cervix. The utero-sacral ligaments can be tautened 
from below at the same time if it be thought worth while, but per- 
sonally I think these structures are best dealt with from above at 
the same time that the round ligaments are shortened. Inglis 
Parsons’ method of treating “ prolapse” by injections of quinine 
into the base of the broad ligament has this rationale that it effects 
a thickening of the lateral cervico-pelvic ligaments. It is, there- 
fore, legitimately applied to the variety of displacement we are now 
discussing. 

Substitution.—If the deformity is marked, the proceedings 
enumerated do not sufficiently pull up the vaginal vault, and it is 
therefore better in such cases to turn the uterus into a direct liga- 
ment of the vaginal vault by ventrofixing it, instead of restoring 
the upper supporting group by shortening the round ligaments. 

Another operation applicable to these cases of inversion of the 
vagina with descent of the uterus is that of Wertheim, whereby the 
uterus is interposed upside down between the bladder and vagina. 

This proceeding acts by putting the utero-sacral and lateral 
cervico-pelvic ligaments and posterior vaginal vault on the stretch 
and by virtually creating a rigid thickening of the anterior wall of 
the canal prevents inversion of the vaginal vault. The function of 
the upper supporting group is done away with and a new mechanism 
is substituted for the normal one. It is extensively performed on 
the Continent. I have tried it, but I am not in favour of it, and I 
believe that as good or better results can be obtained without such 
an outrage on anatomy, 


! 


Bonney: Displacements of the Genital Canal 341 


There is still another proceeding that is applicable to some cases 
of vaginal inversion, namely, Le Fort’s operation whereby two 
narrow vagine are substituted for the single one. It is very efficient 
in restraining the displacement, but it can only be applied to elderly 
women in whom the fact that it prevents marital relations is of no 
consequence. 

The mechanical effect of the operation is twofold. In the first 
place it creates a longitudinal septum which acts like a buttress 
supporting the bladder and rectum against the intra-abdominal 
pressure. Secondly, the wall of each vagina is relatively very thick 
as compared with the lumen. The tendency for a canal like the 
vagina to invert or evert depends on the thickness of its wall, relative 
to the size of the lumen; the thicker the wall the less the tendency to 
invert or evert, until a thickness is reached that makes such move- 
ment impossible. Le Fort’s operation acts in this way. 

It is indicated specially in those cases of complete and ready 
inversion of the vagina where the uterus has previously been re- 
moved, under the mistaken idea that such a proceeding would cure 
the displacement. In such, the loss of the uterus has not only greatly 
facilitated the displacement, but has deprived the surgeon of a 
potential ligament to hold up the vaginal vault and has severed its 
connection with the middle supporting group. 

For vaginal inversion, subtotal hysterectomy is sometimes per- 
formed to enable the cervical stump to be fixed to the anterior 
abdominal wall. The proceeding is legitimate, though inferior, in 
my opinion, to the combination of ordinary ventrofixation with 
tautening of the lateral cervico-pelvic ligaments and amputation of 
the cervix. 

As regards the use of pessaries in cases of vaginal inversion with 
descent of the uterus, it may be said that of all the displacements 
this is the type in which they are most efficient. That most usually 
employed, the ring, acts by putting the middle supporting group 
and the vaginal vault on the stretch, thus preventing the inversion. 


Since the pelvic floor is intact there is no difficulty in retaining the 
instrument. 


(5) Veelding of the Middle and Lower Supporting Groups.— 
Diagram 5. 


Restoration.—Amputation of the cervix, tautening of the lateral 
cervico-pelvic ligaments, anterior colporraphy, and colpoperi- 
neorraphy, are the proper proceedings in this condition. It is a 
necessity to amputate the cervix, because it is elongated. 

Substitution.—As in yielding of the middle supporting group 
alone, the uterus may be ventrofixed in addition to the foregoing 
proceedings, so as to turn it into a direct ligament of the vaginal 
vault. If amputation of the cervix has not been performed, then 
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division of the round ligaments will be necessary before the uterus 
can be fixed high enough. Subtotal hysterectomy, with ventrofixa- 
tion of the cervix, is an alternative procedure, but less efficient, and 
having the drawback of cramping the bladder. 

The interposition operation is not indicated here, and the lengthy 
uterus makes it a difficult and unsatisfactory proceeding, but Le 
Fort’s operation can be applied in suitable cases. 

Pessaries are certain to fail in this type of displacement, for the 
vault will not keep up in consequence of the elongation of the 
cervix, and this and the relaxed state of the pelvic floor prevents the 
instrument being retained, 


(6) Yielding of the Upper and Lower Supporting Groups.— 
Diagram 6. 

Restoration.—Shortening of the round ligaments with anterior 
colporraphy and colpoperineorraphy are obviously indicated. 

Substitution.—The uterus can be ventrofixed instead of shorten- 
ing the round ligaments, or vaginofixation may be carried out 
through the incision necessitated for the anterior colporraphy. The 
former of the two last-mentioned operations I believe to be in- 
efficient and bad. 

Pessaries are not usually successful in this type of case, as may 
be inferred from our previous considerations. 


(7) Yielding of all the Supporting Growps.—Diagram 7. 

Restoration.—Extroversion of the vagina with descent of the 
whole uterus indicates such a high degree of sustentacular weakness 
that restoration of the relaxed supports sufficient to hold the canal in 
proper position, without supplemental aid, is difficult. In as far as 
restoration is concerned, the lateral cervico-pelvic ligaments should 
be tautened, and an extensive anterior colporraphy and colpoperi- 
neorraphy performed. 

The amount of vaginal wall that will require removal and the pro- 
priety of amputating the cervix varies in different cases. Where 
the supporting groups have yielded in order from above 
downwards, neither the cervix nor vagina are necessarily elongated, 
but where the yielding has been in order from below upwards, both 
of them will probably be very redundant. Where this is the case 
the incision for the colpoperineorraphy, the amputation of the cervix, 
and the anterior colporraphy should be continuous with one another. 

Substitution.—It is in this type of case particularly that the 
uterus should be employed as a direct ligament for the vaginal vault 
by fixing it to the abdominal wall as high as possible. The utero- 
sacral ligaments may be usefully shortened at the same time, 
The complete operation, embodying the principles of restoration. 
and substitution, or what is known at the Chelsea Hospital as “ the 
round trip,’ is, in a case of extroversion of the vagina, a lengthy 
procedure, but its results are remarkably good. 
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The interposition operation, if adopted, must be combined with 
anterior colporraphy and colpoperineorraphy. 

Le Fort’s operation is specially indicated in this type of displace- 
ment when it afflicts old feeble woman who are unfitted to undergo 
the much longer and more severe “round trip” or interposition 
operations. 

The senselessness of attempting to cure the displacement by re- 
moving the uterus will bear repeating. 

The scope of pessaries in this type of displacement is limited, 
because in a number of the cases no instrument can be self-retained. 
It is in such, and where operative interference is not indicated 
or permitted, that some pattern of stem pessary often gives great 
relief. 

ConcLusIoN. 


In conclusion, let me sum up the chief points I have tried to set 
forth in this paper. 

In the first place, the terms “ prolapse of the uterus” and “ fall- 
ing of the womb” are misnomers which should be replaced by others 
expressive of the nature of the displacement. The uterus not only 
takes no part in the production of “ prolapse,” but actually resists 
the attempt of the vaginal cul-de-sac to turn inside out. Inversion 
of the uterus and ectropion of the cervix are the uterine homologues 
of vaginal inversion and eversion. 

Secondly, that in the treatment of the displacements of the genital 
canal the nature of the displacement in each individual case should 
be accuraely determined if the best results are to be obtained. 

And thirdly, that the indiscriminate application of a particular 
method of treatment should be abandoned in favour of measures 
founded on the nature of the displacement in each case. 

The absence in the past of a scientific basis to operative treat- 
ment has led to much bad surgery. The egregious error of re- 
moving the uterus for the cure of “ prolapse’ I have already pro- 
tested against. But there are others less heinous, yet sufficiently 
reprehensible. Thus ventrofixation is still performed by some for 
vaginal eversion—a perfectly useless proceeding—while cases of pure 
vaginal inversion are still more often thus treated, although the 
resistance of the intact broad ligaments often makes it impossible to 
fix the uterus high enough to exercise efficient traction on the vaginal 
vault. 

Again, combined laxity of the middle and lower supporting 
groups is frequently dealt with by repairing the pelvic floor alone, 
with the natural result that the patient presently returns complaining 
that the “ womb falls again.” 

Mistakes such as these will not occur when it is generally 
recognised that in the treatment of the results of sustentacular re- 
laxation accurate knowledge of the fault that lies behind the de- 
formity is the first essential for success. 
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EXPLANATION OF THE DIAGRAMS. 
F= Normal level of the uterine fundus. 
V=Normal level of the vaginal vault. 
O= Normal level of the vaginal outlet. 
u = Upper supporting group. 
m = Middle supporting group. 
4£= Lower supporting group. 


1=Yielding of the upper supporting group, producing retroversion 
of the uterus. 


2= Yielding of the middle supporting group, producing inversion of 
the vagina, with elongation of the supravaginal cervix. 


4= Yielding of the lower supporting group, producing eversion of the 
vagina (cystocele and rectocele). 


4=Yielding of the upper and middle supporting groups, producing 
inversion of the vagina, with descent of the whole uterus. 


5= Yielding of the middle and lower supporting groups producing 


simultaneous inversion and eversion of the vagina, with elong- 
ation of the supra-vaginal cervix. 


6= Yielding of the upper and lower supporting groups, producing 
retroversion of the uterus, with eversion of the vagina 
(cystocele and rectocele). 


7= Yielding of all the supporting groups, producing extroversion of 
the vagina, with descent of the whole uterus. 
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REVIEWS OF CURRENT LITERATURE. 


UNDER CHARGE OF EARDLEY HOLLAND, M.D. 


Annales de Gynécologie et d’Obstétrique. 
February, 1914. 

*1. Delivery of living child by hysterectomy before opening the uterus. 
By Rene Casalis and Rene Lecocq. 

2. Changes in the blood from anzemia in cases of hemorrhages connected 
with Obstetrics. By V. Wallich and P. Abrami. 

3. Trendelenburg position in cases of post partum ha:morrhages. By G. 

Fieux. 

*4. Study of the structure of four ovarian grafts in women. By Tuffier 
and Vignes. 

*5. Study of the structure and histology of the ovarian grafts during in- 
volution. By Tuffier, Géry and Vignes. 

6. The part played by inflammation in the histogenesis of cystic disease of 
the breast. By P. Masson. 

7. Hypogastric plexus and its ganglion in the human embryo at end of 
the third month. By P. Villandre. 


Delivery of living child by hysterectomy. The authors publish 
an account of three operations of hysterectomy in cases of pregnant 
women in which the infants were delivered after the uterus was 
excised. The first case was a multiparous woman, 39 years of age, 
who had had three children. Patient was quite well until a few days 
before the expected date of delivery when hemorrhage occurred. On 
admission patient was found to have much albumen in the urine, at the 
end of a week the patient was much better, but still had the same 
heemorrhage. Patient then went into labour, after a few hours the 
heemorrhage increased suddenly. and a placenta praevia was diagnosed. 
By the time Dr. Reymond arrived the patient was pulseless, and it was 
decided to do a hysterectomy and then deliver the child afterwards. Hav- 
ing clipped the second uterine artery, it took but a few seconds to cut 
away the uterus, and for an assistant to open it. Both mother and child 
did well. 

The second case was a pregnant woman aged 35, who on admission was 
diagnosed as a case of carcinoma of cervix. Six weeks later, i.e., at about 
full term, the above operation was performed with good immediate results. 

The third case was one of obstructed labour due to a fibroid, the 
patient and the child both doing well. The indications for this operation 
are: 

(1) Cases in which the child cannot be born naturally, and the 

uterus is probably infected. 

(2) Cases complicated by presence of a fibroid or carcinoma. 

(3) Cases in which the uterus is atonic and bleeds. 


Study of the structure of four ovarian grafts in women. The first 
graft was taken from a woman who died four days after the 
operation of grafting had been performed. The uterus showed that the 
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cells had undergone protoplasmic changes and the nuclei showed signs of 
fragmentation. The vessels were distended, and the stroma showed signs 
of inflammatory oedema. 

The second specimen was taken from a patient 44 years after the opera- 
tion. This showed a corpus luteum macroscopically, and microscopical ex- 
amination confirmed this. : 

The third specimen was removed for pain three years after the original 
operation. The graft was found to be cystic, the cyst consisting of three 
coats, the external one consisting of tissue undergoing hyaline degeneration, 
the middle being chiefly fibrous, the internal epithelium. 

The fourth specimen was removed two years after being grafted. 
This specimen also was cystic, the cysts having two zones, a fibrous zone 
and an epithelial zone. 


Study of ovarian graft which has undergone involution. This article 
is an exact description of an ovarian graft taken from a woman nearly 
three years after the original operation. 


March, 1914. 
(1) Treatment of Gonococcal Infections of the eyes in the new born. By 
V. Morax. 


*(2) Transfusion of blood, combined with hysterectomy, as treatment of 
rupture of uterus during labour. By C. Sauvage. 


(3) Delivery of a breech presentation by the Deventer Mueller method. By 
R. de Trey. 


(4) A recent series of Caesarean operations. By Ferré. 


Transfusion of blood in the after-treatment of hysterectomy for uterine 
rupture. — This treatment is advocated by the author apparently on the 
evidence of one case. The case quoted is that of a woman who had had one 
previous labour. She was admitted in the second stage of labour, with a 
shoulder presentation. Internal version was performed, and the child 
delivered with difficulty. There was considerable hzemorrhage following 
delivery, but the medical attendant considered this to be due to the atonic 
condition of the uterus, and therefore gave an intrauterine douche and 
plugged the uterus. This treatment was repeated, and injections of ergot 
given, followed by saline infusions, but without any effect. It was then 
realized that the uterus was ruptured. When seen by Dr. Sauvage four 
hours after delivery the patient had become very collapsed, and he decided 
on immediate hysterectomy. The operation took 4o minutes. Immediately 
the operation was over a transfusion was done by anastomosing the radial 
artery of the patient’s husband with her own internal saphenous vein. 
Three minutes after the anastomosis had been completed the pulse dropped 
to 132. When the transfusion had been running 22 minutes it was 
stopped, the husband was feeling quite well, but his pulse was accelerated 
to 100 per minute. The patient made a complete recovery. 

It is a pity the author does not give the details of technique in the 
operation for transfusion, as it is partly the difficulties of technique, com- 
pared to the simplicity of intravenous salines, which forced people in this 
country to give up the former in favour of the latter. In America, how- 
ever, transfusion is still favoured by many people, especially by Crile. 


MALCOLM DONALDSON. 
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Archives Mensuelles d’Obstétrique et de Gynécologie. 
March, 1914. 
1. *Antiplacentar proteolytic ferments in the serum of pregnant women, 
(Abderhalden’s dialysis method.) M. G. Ecaur. 
2. Sero-diagnosis of pregnancy by Abderhalden’s method. E. Partos and 
R. D’ERNST. 


Antiplacentar proteolytic ferments in the serum of pregnant women. 
This is a memoir of about eighty pages, in which Ecalle describes his own 
work at the clinique Tarnier, and compares it with that of the other 
workers in the same field. He describes the minutize of the technique, 
as learnt at Halle from Abderhalden himself, in great detail, with the 
various methods of control. He has not made use of the polariscope, in 
the so-called optical methods. The theory of the reaction is quite simple, 
but the practical difficulties are so great as to compel the observations 
to be made in a special laboratory where ordinary bacteriological and 
chemical observations are not being carried on. A portion of placenta is 
placed in a dialyser along with some blood serum from the woman whose 
pregnant state is in question. If the serum contains the ferment the 
albumens of the placenta will be split up into peptones and amino-acids, 
which will pass through the dialysing membrane and can be recognised by 
the biuret or by the ninhydrin colour tests. This is the theory, but in 
practice it is difficult to maintain asepsis throughout; to get the placenta 
washed free from blood, for Abderhalden maintains this must be done 
within three hours or hoemolysis will occur; some observers maintain that 
this occurs if the washing water is too soft: further, there is difficulty 
with the dialysing membranes, which must be frequently tested for per- 
meability. 

The result of his own observations are recorded on a scale o—6, in 
which o and 1 are reckoned as negative, that is, as showing so little 
reaction as to be doubtful. 109 women known to be pregnant were 
examined 142 times, and in all cases the result was positive, ranging 
from 2—6 of his scale: from this he concludes that the blood serum of a 
pregnant woman always contains this antiplacentar proteolytic ferment. 
Of 63 non-pregnant women 30 per cent. gave a positive reaction, but all 
of these women were suffering from uterine or other disease. From this 
he concludes that a positive reaction does not prove pregnancy, but a 
negative reaction excludes pregnancy. On the whole, this conclusion 
agrees with that of the best German observers. 

Positive reaction is found from the first month of pregnancy and lasts 
a few days, or in some cases weeks, after delivery; the intensity of the 
reaction is variable, and does not depend on the duration of the pregnancy. 

The placentas used were chiefly from normal women at term: earlier 
placentas did not affect the results. Portions of isolated chorion gave nega- 
tive results with mother’s serum : foetal blood serum with mother’s serum 
gave negative results. Replacing the second factor by other maternal 
liquids, such as cerebro-spinal fluid, urine, bile and milk serum, gave 
negative or uncertain results. Replacing it by foetal or ovular fluids— 
blood from the umbilical cord and liquor amnii, gave variable results. The 
death of the foetus affects the reaction which passes off gradually, as after 
labour, but persists so long as any of the placenta remains alive, and the 
same can be said of extra-uterine pregnancy, so long as it is borne in mind 
that a positive reaction is not evidence of pregnancy. Various morbid 
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states were examined: albuminuria gave conflicting results: in women 
suffering from intractable vomiting the reaction tended to diminish or dis- 
appear. Eclampsia did not affect the reaction. A long discussion fol- 
lows on the specificity of the ferment as claimed by Abderhalden, and 
there is a description of Ecalle’s own experiments on animals—rodents and 
herbivora are admittedly not very suitable owing to the tendency to the 
rapid onset of haemolysis. He does not commit himself, but claims that 
his experiments so far support the view that injection of a specific organ 
into an animal creates, or possibly activates or sets free a pre-existing, 
specific ferment which attacks that organ alone, or attacks it much more 
vigorously than any other organ. In any case, it seems proved that the 
serum of women suffering from cancer does contain proteolytic ferments, 
which are sometimes capable of breaking up the placental albumens : such 
ferments may be specific for some other tissue, but yet have power to 
act on other albumens such as that of the placenta. 
E. H. L. O1iPHant. 


Bulletin de la Société d’Obstétrique et de Gynécologie de Paris. 
November, 1913. 


1. Dystocia from cicatricial occlusion of the vagina. Czesarean hysterec- 
tomy—cure. JEANNIN. 
. *Chorio-angeioma of the placenta. LEPaGE. 
New observations on the action of the blood of the mother and fetus 
on the placenta (Aberhalden’s Dialysis Methods). Ecanir. 
4. Retention for four months of a fetus dead at the fourth month of preg- 
nancy. Expulsion of the ovum en bloc. PRovuvost. 
5. Study of the hysterography of uterine contractions during the puer 
perium. Fare. 
. *Phenomena of shock after confinement. FABRE and Bourret. 
Gastro-intestinal haemorrhage from ulceration of the stomach in a new 
born child—death. COoMMANDEUR. 
8. A contribution to the study of the inlet of the normal pelvis by metric 
radiography. Faspre and TRILLAT. 
9. *A case of death from collapse 64 hours after delivery. Remy. 
10. Tuberculisation of an ovarian cyst. MERIEL. 
11. Cholecystitis in pregnancy. (Cholécystite gravidique.) AUDEBERT. 


Chorio-angeioma of the placenta. Lepage describes a large chorio- 
angeioma of the placenta, and considers that the history of the case is of 
interest from the etiological point of view, Planchu and Savy (Arch. Mens. 
a@’Obstetr. et de Gyn., March, 1913) having come to the conclusion that the 
frequent increase in weight in the placenta as compared with the weight 
of the child, the co-existence of hydramnios, the premature interruption of 
pregnancy, the feeble vitality or death of the foetus in utero are all in 
favour of the frequently syphilitic nature of these pseudo-tumours. 

Lepage’s case presented all these features, and also gave a positive 
Wassermann reaction. 


Phenomena of shock after a confinement. A woman aged 31 with a good 
history had passed through four previous normal confinements. The fifth 
confinement lasted 27 hours, but the pains had never been intense, and the 
stage of expulsion lasted only a few minutes. During the labour there 
were some signs of cardiac feebleness. Immediately after delivery, how- 
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ever, the pulse was strong and regular, beating 72 tothe minute. One hour 
later she was suddenly seized with an agonising sensation of suffocation, 
with pain over the heart and laryngeal pricking. She was pale and respira- 
tions were rapid, but there was no cough. The extremities were cold and 
covered with sweat. The pulse was 64, regular but feeble. The heart 
sounds were muffled, especially the first, and scarcely perceptible. Treat- 
ment was of little avail, but the attack ceased in 25 to 30 minutes. Two 
similar attacks occurred within the next hour, each lasting only a few 
minutes. The puerperium was normal. 


A case of death from collapse 64 hours after delivery. Stimulated by 
the publication of similar cases by Faugére (Revue pratique d’Obstetrique 
et de Pediatrie, April, 1913) and by Trillat and Croizier (Société d’Obstet- 
rique et de Gynécologie, Lyons, May, 1913), Remy records a case which 
occurred in the service of Herrgott in 1883. 

A primpara aged 29 passed through a normal pregnancy. The os 
dilated slowly and a douche of 15 minims of laudanum was given. The 
membranes ruptured when the os was the size of a five franc piece. The 
pains were frequent but feeble and forceps were applied. At this time 
the foetal heart-sounds could not be heard, though three hours previously 
they were normal. The application of forceps and the delivery were easy. 
A very foetid yellow amniotic fluid escaped ; there was no hemorrhage and 
ergot was not administered. The child was born dead. Shortly after 
delivery the patient was seized with a fainting attack, with feebleness of 
the pulse, and a sensation of impending death. No lesion could be 
detected, and all therapeutic means available had no effect on the condition, 
which lasted 64 hours, when the patient died. At autopsy no lesion could 
be detected, except a fibroid tumour of the uterus. 

FRANK E. TAYLor. 


La Gynécologie. 

February, 1914. 
1. *Twenty years of gynecological massage. DELAssus. 
2. *Dysmenorrhoeas and their treatment. Prtit-DUTAILLIs. 


3. Conservative Czesarean section for vicious situation of placenta. 
CATHALA. 


Twenty years of gynzcological massage. Delassus gives what he admits 
are merely impressions of his results, but he claims they are unprejudiced 
and impartial, for he is an operating surgeon retiring from practice to 
devote himself to teaching. His general impression is that massage of the 
pelvic organs is of great benefit if applied to suitable patients in a proper 
way. The most suitable patients are those suffering from old standing 
salpingitis, from congested uteri and a painful irritable condition of the 
levator ani muscles and of the pelvis generally, and from chronic metritis. 
Thur-Brandt’s technique must be followed closely with the utmost gentle- 
ness. Acute inflammations are a contra-indication and prolapsus is more 
quickly remedied by operation. 


Dysmenorrhceas and their treatment. Petit-Dutaillis describes various 
forms of dysmenorrhoea: the neuralgic is often accompanied by neuralgia 
between the periods and this can be diagnosed from the pains of inflamed 
appendages by the presence of two tender spots: the sciatic point at the 
entrance of the nerve into the obturator aponeurosis and the ischio-pubic 
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point where it meets the ischio-pubic branch. For obstructive forms P.-D. 
uses intrauterine stems of a special self-draining and self-retaining con- 
struction. Among operative procedures he recommends a small wedge- 
shaped excision at each side of the os externum not going higher than one 
centimeter: incisions made more deeply often lead to abortion. Slow 
dilation with metallic bougies is safer than dilation with tents. 


March, 1914. 
1. *Perforating duodenal ulcer in a new-born child. BONNAIRE, DURANTE 
and EcALLE. 
2, Double vagina in a pregnant woman at term. Barozzi and FOURNIER. 


Perforating duodenal ulcer in a new-born child. The patient was 7 days 
old, the child of a healthy primipara: for several days there had been 
vomiting of yellowish, then brownish green matter: the feeding was 
entirely from the breast. On examination there was found evidence of 
peritonitis with redness round the umbilicus : the child died on admission 
to hospital. Autopsy revealed a generalized peritonitis without pus forma- 
tion, but with extensive adhesions. There were two openings in the duo- 
denum, one close to the pylorus, the other opposite the pancreas: this 
last was not noticed till the detailed examination was made and may not 
have passed through the serous coat during life. 

Microscopical examination showed the umbilical vessels to be normal, 
and revealed very little alteration in the tissues round the ulcers : the first 
section appeared so normal that it was thought that the part had been 
chosen in error: the muscular coat, however, under high powers was found 
to be highly degenerated : there was no evidence of inflammatory or infec- 
tive process locally, nor in the liver, which was, however, congested and 
ecchymosed, with thrombosis of the venules. The ulcers appeared as if 
punched out and the lesion was more extensive on the outer than on the 
inner side, resembling that described by Hayem as external ulcer of the 
stomach. The condition is quite different from the ordinary abrasions or 
ulceration of the mucosa. The condition is not commonly diagnosable in 
life ; fatal haemorrhage being the commonest symptom. The authors sug- 
gest that some alteration in the liver, probably leads to loss of coagulability 
of the blood and some trifling exciting cause localizes a haemorrhage in 
the muscular coat of the duodenum, bursting through the muscosa : if the 
patient do not die of hemorrhage (as in this case) the digestive fluids 
attack the disintegrated tissues and cause perforation. Infective or toxic 
agents of various sorts may start the original hepatic lesion 

E. H. L. 


Revue Mensuelle de Gynécologie, d’Obstétrique et de Pédiatrie. 
February, 1914. 
1. *Etude mécanique du forceps. L. DEMELIN. 

An enquiry into the mechanics of forceps. This paper by M. Demelin 
requires to be read in the original for full appreciation. It deals broadly, 
yet tersely, with the forceps question, commencing with the earliest 
patterns and their defects and leading up to a type, designed by the writer, 
certainly unusual in appearance to those favoured by average British 
obstetricians. 

The enquiry is well illustrated by 37 figures and without being able to 
follow the text with their aid it is impossible to give an adequate resumé 
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of the forceps advocated by the author and his reasons for its reeommenda- 
tion. 

The most recent pattern that he has designed, as a modification of his 
earlier models, consists essentially of blades with but little alteration from 
ordinary long curved forceps. About the centre of the sides of 
the fenestra of the blade is a hole. Through this a loop of cord can be 
passed. The shanks and handles are practically straight but there is no 
crossing of the two limbs of the instrument. Each shank and handle lies 
on the same side as its blade when applied to the child’s head and is kept 
adjusted there by means of two screws and nuts, one situated at each end 
of what corresponds to the handles. Correct traction is made by a loop of 
cord threaded through the corresponding holes, i.e., the two anterior or two 
posterior holes in the sides of the fenestrae according to the requirements 
of the case. For occipito-posterior cases the pull is through the posterior 
sides of the fenestree and vice-versa for occipito-anterior cases. 

Summing-up his claims for his instrument, the author says that (1) the 
grip is wide on account of the shape of the blades gripping the head closely 
and preventing slipping either off the head or sideways on the head. 
(2) The traction, made by a supple agent like cord, attached at the zone 
round the extremitiés of the bimastoid diameter, allows the head the 
maximum of mobility. As proofs he offers the result of experimental work 
with a mannikin in which it has been found that less force is expended 
with his forceps than with other patterns. Further, by connecting the 
experimental foetal head with a manometer, it is found that the compression 
of it with his forceps is several times less than the ordinary axis-traction 
forceps of Tarnier. Lastly, after considerable clinical use by himself and 
his colleagues, he has satisfied himself of the superior value of the instru- 
ment in actual practice. 

No one can read this article without at least revising his previous con- 
ceptions of the mechanics of the forceps and most will find something of 
interest and instruction therein. Lewis GRAHAM. 


Revue de Gynécologie et de Chirurgie Abdominale. 
March, 1914. 
1. *Lipoids of the ovary and corpus luteum. H. Iscovesco. 
2. The technique of ureterorrhaphy. P. Sg-JouRNET. 

Lipoids of the ovary and corpus luteum, by H. Iscovesco. The writer 
is chiefly interested in the stimulation of a gland to further activity by the 
administration of preparations of that gland, and this article is concerned 
with the auto-stimulation of the ovary by lipoids prepared from other 
ovaries. 

He starts by discussing the way in which organotherapy effects a cure 
and raises the question whether the improvements which result from the 
administration of thyroid is due to the thyroid which is given actually 
replacing what is deficient in the patient or whether the good result is not 
due to the stimulating effect on the thyroid gland of the patient which is 
stimulated to further activity by the thyroid tablets which are given (homo- 
stimulation). 

Regarding the actual lipoids of the ovary—these may be prepared by 
extracting dried and powdered glands with alcohol, ether, acetone and 
chloroform as solvents. About 17 per cent. of dried ovarian tissue 
consists of lipoids, certa’ of them have definite physiological actions, and 
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he has studied these chiefly in the rabbit. He finds that after some twenty 
hypodermic injections of one extract of lipoids the animal’s weight 
increases and, what is even more important, the weight of the uterus and 
ovaries increases to almost three times their normal weight. If very large 
doses are given paralytic phenomena are seen . 

Tables are given showing the comparative weights of the viscera in a 
series of animals receiving the injections and in normal control animals. 
With the exception of the uterus, ovary and thyroid, the viscera are about 
equal in weights, but the three organs mentioned are much heavier in the 
injected animals. He has tried administering the lipoid both subcutane- 
ously and in the form of pills on patients with dysmenorrhcea, amenorrhcea, 
symptoms of the menopause, and other pubic lesions. Details of these 
cases are given and a good result is claimed in a large proportion. 

The corpus luteum contains 38 per cent of lipoids. His experiments cn 
its physiological action are not yet complete but it appears to hasten the 
involution of the puerperal uterus. C. WHITE. 


Zentrallblatt fiir Gynadkologie. 
March 28, 1914. 
1. Radium emanation and sexual characters. J. HALBAN. 
2. Prevention of peritonitis in pelvic operations, especially in radical 
operations for carcinoma of the uterus. E. Haim. 
3 Statistics of cases where gauze has been left in the peritoneal cavity. 
O. GERICH. 
Collections of abstracts of recent literature on 
Radiology. 
Rupture and perforation of the uterus. 
Urinary organs. 
Adnexa. 
Internal Secretions. 
April 4, 1914. 
. *Prognosis in puerperal fever. BEAUMER. 
. *External examination during labour. HOEkHNE. 
A case of pseudo-hermaphroditism of doubtful sex. KRUGER-FRANKS. 
Collections of abstracts of recent literature on 
Carcinoma. 
Uterine displacements. 
Menstruation. 
Fibroids. 
Bowel. 
Aneesthetics. 

Prognosis in puerperal fever. Bacumer examined bacteriologically the 
vaginal secretion and the blood in 15 cases of puerperal fever. From them 
he draws the following conclusions. 

The presence of bacteria in the lochia confirms the diagnosis and proves 
nothing as regards the prognosis. The prognosis is worse when 
(a) The blood culture is positive. Two out of seven of these died. 
(b) When successive cultures show 
1. Presence of new organisms. 
2. Increase in number of organisms. 
(c) Metastatic abscesses are formed. 
The bearing on the prognosis of haemolysis in the cultures is doubtful. 
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It is present in most cases of streptococcic infections and its appearance 
depends on some peculiarity in the maternal blood due to pregnancy. 

Thirteen cases of infection following abortion were examined. In these 
the prognosis follows the same lines. 

External examination during labour. Hoehne emphasizes the dangers 
of internal examination during labour and suggests that by making an 
internal examination during the latter half of pregnancy to establish that 
the conditions are normal, external examination alone during labour will 
give all the information required. He repeats the signs given by Unter- 
berger (vide page 101 of this volume) for the determination of the degree of 
dilatation of the external os. The boundary ring between upper and lower 
segments is represented by a slight furrow and most marked in primi- 
pare and least so in multiparze with easily dilated soft parts. 


April 11, 1914. 

. *Treatment of heemorrhage at puberty with pituiglandol. A. DrutscH. 
Pituitary extract and atony of the uterus. C. W. Biscnorr. 
. *Inhibin, a new local haemostatic for uterine haemorrhage. R. BiRNBAUM. 
Erystypticum (Roche) for uterine haemorrhage. J. TREBING. 
Collections of abstracts of recent literature on 

Radio-therapy. 

Ceesarean Section. 

Urinary organs. 

Tuberculosis. 

Peritoneum. 

Pelvis. 


Pituiglandol for hemorrhage at puberty. Pituitary extract was tried 
in the Rothschild Hospital in Vienna in the treatment of every kind of 
uterine hemorrhage. Except for haemorrhage at puberty it proved worth- 
less. In this condition it not only caused cessation of the bleeding but 
regularity of the periods. 

1 c.c.m. of pituglandol (Hoffmann-La Roche) was given by subcutane- 
ous injection generally daily—15-20 doses being given in all. All of the 
four cases quoted were menstruating at fortnightly intervals for 8 to 10 
days and in one case there had also been continuous loss for 5 weeks. All 
were extremely anzemic. The haemorrhage ceased after the second or third 
injection and the general condition improved rapidly. Later the periods 
occurred at 5 or 6 weekly intervals, the loss being distinctly less than 
before. Some who had previously had pain described themselves as now 
free from it. 

‘Inhibin,” a new local uterine hemostatic. The large tablet of inhibin 
is placed in the vagina against the cervix. On its introduction CO, is 
liberated, forming a dense foam. The bubbles of the foam contain also 
particles of a mixture of a number of haemostatics, i.e., stypticine, adrenalin, 
quinine, etc. These are carried by the foam well into the folds of the 
mucous membrane, being thus brought into direct contact with the mucosa. 
Twenty-three cases were treated with results as follows : 

12 cases, cessation of bleeding in 1—2 days 

5 cases, cessation of bleeding in 1—2 days, but the bleeding 
recurred on leaving off the treatment. | Complete cessation 
with a second course of treatment. 

5 cases required up to § days’ treatment before the bleeding stopped. 
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I case intractable. | Operation showed presence of submucous as 
well as interstitial fibroid. 

The cases consisted of bleeding at puberty, and the menopause, endome- 
tritis, small fibroids, diseased adnexze, and 2 cases from undefined causes. 
April 18, 1914. 

1. Exceptional entwining of the umbilical cords in a case of mono-amniotic 

twins. S. DIETRICH. 
2 Reply to Dr. Lichtenstein’s article in Ztbl. V., 1914. NackE. 
3. Treatment of the umbilical cord without ligature. A. N. RACHMANOW. 
Collections of abstracts of recent literature on 
Abderhalden’s reaction. 
Foetus and new-born infant. 
Placenta and cord. 
Vulva and vagina. 
Ovary. 
Midwifery. 
April 25, 1914. 
1. Endometritis, the result of abnormal menstruation, as the cause of 
profuse hemorrhage. L. F. DRIESSEN, 
2. *The relations of Abderhalden’s reaction and ovarian secretion. Th. A. 
SOLOWJEW. 
3. *Bossi’s adrenalin treatment in osteomalacia. D. CAVARZANI. 
Collection of abstracts from recent literaure on 
General operative technique. 
Malformation of the genitalia. 
Urinary organs. 
Thrombosis and embolism. 
Puerperal Fever. 
Foetus and New-born Infant. 
Ancesthetics. 

Abderhalden’s reaction and ovarian secretion. Using the dialysation 
method Solowjew noticed that whereas female serum would split up 
placental protein, male serum would not do so. From this he suspected 
the possibility of a connection between the ovaries and this ferment action 
peculiar to woman’s serum, and found that the blood taken from girls 
before puberty resembled man’s serum in failing to give a positive result. 
The serum from women after the menopause and after removal of both 
ovaries has not been tested. 


Adrenalin treatment in osteomalacia. Cavarzani describes two cases. 
The first a very early one, without changes in the skeleton was completely 
cured. The second, a chronic one in which skeletal changes had already 
taken place, was almost a complete cure. 

Case I. A fortnight after delivery patient was admitted with severe 
pains in lumbar vertebree, pelvic bones and thighs, which had 
begun a few days after childbirth ; 2/,, ccm. of Parke Davis 1—1000 
Adrenalin solution were given and the patient was cured in two 
months. She has since had a child without return of symptoms. 

Case II. ‘The pains in the bones had been present 4 years and patient 
had the characteristic ‘‘ duck-walk.” 2/,, and later 1 ccm. were 
given for four months. At the end of this only very slight tender- 
ness remained over the pelvis and lumbar vertebree. 

He compares rickets and osteomalacia and thinks that both may be due 
to adrenal insufficiency. G. G. ALDERSON. 
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Zeitschrift fiir Geburtshiilfe und Gyndkologie. 
Band Ixxv, Heft 3. 
1. “On animal electrometrograms. BLUMENFELDT and DAHLMANN. 
2. The crux of the question as to the position of alcohol in hand-disiniec- 
tion. AHLFELD. 

The question of hydrorrhcea. Van DE VELDE. 

4. Bacteriological investigation of 200 cases of fever after labour. 
WERNER and ZUBRZYCKI. 

5. Inquiry into the late results of extra- and trans-peritoneal Caesarean 

section. ROHRBACH. 

. *The etiology of endogenous puerperal infection. SELIGMANN. 

Heterologous mesodermal new growths of the cervix. BECKMANN. 

Exploratory puncture as a therapeutic method in gynecology. 

KAKUSCHKIN. 

g. So-called Struma Ovarii. BAvuER. 

10.*Experimental observations on the effects of juices and extracts of the 
thyroid, ovary and placenta on the uterus of the rabbit. Fucus. 

11. Clinical and topographic-anatomical studies of cervical fibroids with 
special reference to their operative removal. SCHICKELE. 

12. Remarks on Jaschke’s article on the Natural Feeding of Infants. 
RIETSCHEL. 

13. The number of meals in infancy. Reply to the above remarks of 
Rietschel. JASCHKE. 

14. Proceedings of the Gessellschaft fiir Geburtshilfe und Gyniakologie at 
Berlin, July to October, 1913. 

Animal electro-metrograms. Blumenfeldt and Dahlmann have endea- 
voured to study the uterine movements in dogs and rabbits by means of the 
string galvanometer—a method which has been used with so much effect 
lately in connection with the heart. In their experiments the abdomen 
was opened and the uterine cornu brought out through the incision, and 
the galvanometer attached to it. 

In animals which had had young they were able to recognise move- 
ments of the uterine musculature either spontaneous or due to some special 
stimulus. In most instances these movements could be registered mechani- 
cally on a revolving drum, and simultaneously, or rather slightly earlier, 
there was a deflection of the galvanometer needle. This proves a definite 
connection between the mechanical and the electrical phenomena. 


The etiology of endogenous puerperal infection. Seligmann has studied 
1,092 cases in Walthard’s clinic with a view to supplement the work of 
Goldstrom on the prognostic significance of streptococci in the vagina pre- 
vious to labour. He concludes that the course of the puerperium in 
women, examined exclusively by the rectum, is not influenced one way or 
the other by the presence or absence of streptococci in the vagina sub partu. 
Other factors must therefore play a more important role in the production 
of endogenous infection. 

Experimental observations on the effects of juices and extracts of the 
thyroid, ovary and placenta on the uterus of the rabbit. Fuchs investigated 
the effects of these substances on the uterus removed from the animal and 
suspended in salt solution. He found the effect of thyroid was usually 
stimulating to the unstriped muscle. Ovarian extracts and juices were 
depressor in their action, while placenta in the majority of cases had a 
similar influence. His thyroid results are directly contrary to those of 
Oliver and Schafer. R. W. JOHNSTONE. 
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Monatsschrift fiir Geburtshilfe und Gyndkologie. 
XXxix, 4, April, 1014. 
1. *The effect of douches on the vaginal bacteria of pregnant women. E. 
ZWEIFEL. 
2. Caesarean section for bilateral ankylosis of the hips. H. Fucus. 
3. Results as discovered by operation after treatment of uterine carcinoma 
by mesothorium. C. WEINBRENNER. 
4. Carcinomatous cholesteatoma of the breast. W. LAHM. 
5. “Etiology of uterine myomata. W. BENTHIN. 
6. Danger of large doses of X-rays in treatment of inoperable carcinoma. 
Sacus. 
7. Critical review of the obstetrical and gynecological literature of Great 
Britain and Ireland for 1912. A. DORAN. 

The effect of douches on the vaginal bacteria of pregnant women. ‘The 
author, working in the Déderlein Klinik, has examined the effect of various 
douches on the vaginal organisms of pregnant women. There were 44 
cases—30 had a normal vaginal secretion, 14 had a pathological secretion. 
The technic was to take a smear and grow cultures from the vagina. Daily 
douches for 6—7 days were given and further cultures taken during and 
after the douches. The results were as follows—oxycyanate of mercury 
(1-1,000), corrosive (1-2,000), lysoform (1 per cent.) and potassium perman- 
ganate cause a reduction in the number of bacteria, but this is only tem- 
porary. ‘The streptococci are diminished and the vaginal bacillus of Déder- 
lein is unaffected, but the former gradually increase after the douches are 
stopped. Distilled water, boric acid (3 per cent.) and lead acetate (3 per 
cent.) were injurious. The streptococci were increased and the vaginal 
bacilli diminished. Good results were obtained with iodine (3 per cent.) 
and alcohol (96 per cent.), but there were not sufficient cases to come to a 
definite opinion. Bolus alba gave good results as long as the treatment 
was continued. 

Only two cases were morbid during the puerperium. The author does not 
recommend routine douching for normal cases, but advocates its use if the 
secretion be found to be abnormal. These cases should be douched with 
2—4 pints of normal saline followed by 5—6 ounces of corrosive (1—2,000) 
—with this amount no toxic results occur. 

The literature of the subject is fully given and the paper itself will 
repay perusal. 

Etiology of uterine myomata. Benthin has endeavoured to find if there 
is any relation between myomata and defective development of the genital 
tract, especially double uterus. In 912 cases of fibroids there were only 2 
associated with double uterus. Further in 24 cases of double uterus only 
these two were associated with myomata. While these conditions are 
occasionally found in combination, he does not think there is sufficient 
evidence yet to allow any definite conclusions to be drawn regarding the 
etiology of myomata. R. M. ALLAN. 
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REPORTS OF SOCIETIES. 


ROYAL SOCIETY OF MEDICINE. 
SECTION OF OBSTETRICS AND GYNACOLOGY. 
Meeting held Thursday, April 2nd, 1914. 
Dr. W. S. A. GrirFitH in the Chair. 
Dr. ALBAN Doran showed three specimens of 
PERITONITIS IN THE Fastus. 


DISCUSSION ON THE NEED OF RESEARCH IN ANTE-NATAL PATHOLOGY 
opened by Dr. AMAND RovrtuH. 

The following is an abstract of Dr. AMAND RoutH’s paper :— 

The progress in ante-natal pathology since Sir William Priestley’s 
Lumleian Lectures on ‘ Intra-uterine Death ’”’ in 1887 has been small, 
except as regards syphilis, which is now better understood owing to the 
discovery of the Spirochecta pallida by Shaudinn in 1905, the Wassermann 
reaction in 1906, and of the salvarsan treatment by Ehrlich in 1909. . 
Research in ante-natal pathology on modern lines of investigation is more x 
hopeful of result. ‘The present ante-natal mortality in England and Wales, 
based on my estimate of 2.2 stillbirths and 8.8 abortions to 100 live birtns, 
there is about 100,000 annually; about as many as die of their survivors 
during their first year of life. 

Ballantyne has pointed out the essential difference in the physiological 
and pathological activity of the embryo and the foetus. Diseases affecting 
the embryo, during organogenesis, cause structural anomalies; whilst the 
same diseases, affecting the foetus, cause it to be diseased by interfering 
with the functions of these organs. In both cases ante-natal death may 
ensue, and abortion or premature labour would follow. Some of these early 
dystrophic abortions are unrecognisable as such, except by experts, and 
their numbers would add greatly to the total deaths in utero. Amongst 
the more general causes of ante-natal death some of the problems awaiting 
solution were discussed. 

The toxeemias of pregnancy, are their sources tnanasit? If so, are 
they due to excess of toxins or anti-toxins? Does the foetus exhibit 
pathological conditions similar to those in the mother in toxeemia albu- 
minuria, eclampsia, acute yellow atrophy of the liver, etc. ? 

Are chorea and diabetes gravidarum toxeemic in origin? 

What is the differential cause of foetal death in maternal small-pox, 
scarlatina, measles, enteric fever, and acute pneumonia? Is it due to 
toxzemia, specific infection, deficient oxygenation, or hyperpyrexia, or is 
the expulsion of the embryo or foetus due to primary uterine contractions ? 

Syphilis and Tuberculosis.—Both these diseases cause serious disease 
in post-natal life. Why is it that they differ so largely in the way they 
affect the embryo and the foetus? 

Ante-natal Syphilis.—The clinical evidences of syphilis in the stillborn 
foetus and placenta were described, and it was shown that the Spirocheta 
pallida is present in 70 or 80 per cent. of macerated stillborn foetuses, 
according to observations both here and abroad. The spirochete is 
difficult to demonstrate in the embryo or membranes of early abortions, yet 
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the clinical evidence that abortions are often due to syphilis is very strong. 
What is the explanation? Does the infection cause malformations in the 
early embryo, leading to death and abortion without ordinary specific mani- 
festations (as suggested by Ballantyne)? Are these structural anomalies 
peculiar to syphilis, or common to that disease, and to tuberculosis, mal- 
nutrition, alcohol, sepsis, and enteric fever, etc. ? 

Infection of Foctus.—Fcetal syphilis may be due to direct paternal infec- 
tion of the ovuin at the date of fertilisation, or the early fertilised ovuin 
may be paternally infected whilst it is in the Fallopian tube or in the 
uterus. More usually the foetus is infected by the mother, either by the 
infection of the ovum before conception whilst in the Graafian follicle, or 
in its passage along a syphilitic Fallopian tube, or during its first attach- 
ment to the uterus in the mucosa of which the Spirocheta pallida exists, 
but as a rule maternal infection of the foetus is transplacental. The life- 
history of the spirochiete is still in doubt and must be definitely determined. 
Meanwhile McDonagh’s “ spores ”? explain some difficulties, but his views 
are not yet generally adopted. 

Paternal infection of the ovum is discussed, especially in relation to 
Colles’s law. Four possible explanations of Colles’s law are given: (a) 
Founded on theory of McDonagh’s spores; (b) the mother rendered immune 
by foetal anti-toxins ; (c) latent maternal syphilis ;(d)asymptomatic maternal 
syphilis, (a) and (b) presupposes paternal infection of the ovum. A 
maternal Wassermann reaction is often negative in these cases during preg- 
nancy, sometimes positive afterwards. Sometimes the foetus is negative 
at birth, positive a month afterwards. All these points may be cleared up 
by further research. 

Ante-natal Tuberculosis._-Does tubercle cause disease and death in the 
early embyro? If so, why cannot tubercle be discovered? In the 
absence of such demonstration, the opinion is held that the ovum is rarely 
infected by tubercle, either in the embryo or fcetus, and that placental 
tuberculosis is also rare. Paternal infection of the ovum, as a cause of early 
or unrecognised abortions, was discussed, and explanations of the rarity 
of ante-natal tuberculosis were given. The question also whether tubercle 
causes structural anomalies in the early ovum was considered in the light 
of views held by Ballantyne, Hanot and others. If the structural abnor- 
malities of the embyro, derived from large groups of syphilitic and tuber- 
cular parents were respectively noted, it might be possible to discover some 
abnormalities which were common to both diseases, and possibly other 
dystrpohies peculiar to, or characteristic of, each infection. 

These remarks and the discussion which will follow will tend to show 
how divergent views are and how little we are sure of as regards ante- 
natal pathology. It is hoped that obstetrical pathologists will receive a 
stimulus towards research which will not only be interesting to themselves, 
as all pioneer work is, but will eventuate in results which will soon be 
apparent in preventing disease and saving ante-natal life. Facilities for 
research to minimise expense and secure material are necessary. Centres 
of reasearch should be established with grouping of general hospitals, 
lying-in hospitals, and Poor-Law infirmaries, and should be in touch with 
laboratories of the Medical Officers of Health in the country districts. The 
centres in large towns should be staffed by experts in obstetrics, pathology, 
bacteriology, and pathological chemisty. 

Accessories of Rescarch.—Yo obtain efficient results from research into 
ante-natal pathology accessory measures for perfecting statistics by advo- 
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cating compulsory registration of stillbirths, with secret certificates of 
cause of death, must be aimed at and arrangements made for regular supply 
of material by compulsory notification to Medical Officers of Health of still- 
births, and, if possible, of abortions of formed embryos. Methods of 
prophylaxis and treatment founded on our research must be organised, and 
should include medical supervision of pregnant women, and provision of 
pre-maternity wards as advocated for twenty years by Ballantyne. 

Dr. J. W. BALLANTYNE (Edinburgh), absent (whose paper was read by 
Dr. Eprn), congratulated the Society on devoting a sitting to the need for 
research in ante-natal pathology. An enormous number of unsolved 
problems were still to be dealt with, especially from the side of new life in 
the uterus and the recent discoveries in the pathology of syphilis. Dr. 
Ballantyne had in 1887 published his first paper on general dropsy of the 
foetus, and in 1899 had lectured on ante-natal pathology and teratology in 
the University of Edinburgh. Since then he had been led to investigate 
morbid states of gestation as they affected the mother. He considered 
that there were two large regions to be explored. Firstly the physiology 
and pathology of pregnancy such as one meets with in the pre-maternity 
wards of any hospital. Secondly there was that of the physiology and 
pathology of each of the three periods of ante-natal life so far as the new 
being was concerned, the periods of germinal, embryonic and foetal activity. 
Lastly there was the consideration of the placenta (or decidua) both in 
health and disease. 

Without a serious study of ante-natal pathology there could be no 
marked improvement in race-health, and race-health was the watchword 
of the present day; eugenics was attempting to solve it, but eugenics with- 
out obstetrics and ante-natal pathology and hygiene would have but small 
success. 

Dr. F. W. Mort, F.R.S., thanked the President and Dr. Routh for 
inviting him to be present at the discussion. Dr Mott said he had for 
years made a personal investigation of the family history of a number of 
cases of juvenile general paralysis with a view to showing that this disease 
is invariably caused by syphilis. Dr. Mott found that both sexes are 
affected in equal proportion, unlike that of acquired syphilis in which 
males exceed females in the proportion of 4 or 5 tor. 

In inquiring into family histories a number of interesting facts were 
obtained which related to ante-natal death, and which were considered 
under different groups. The usual history obtained was that the mother, 
after one or more miscarriages followed by abortions and still-births, had 
one or more children who generally died in early infancy of convulsions, 
hydrocephalus or meningitis; later a child survived, and at puberty or 
early adolescence developed general paralysis. The histories of 34 
syphilitic mothers gave 175 conceptions. These were made up of 104 pre- 
mature births or deaths in early infancy, 41 diseased in some serious form 
or other, 30 were apparently healthy, but many of these may have suffered 
later, and certainly a considerable percentage of these apparently healthy 
children would have” given a positive Wassermann reaction. In four 
instances the mothers were affected after marriage and after each had given 
birth to healthy children. It is of interest to note what followed in 
respect to conceptions before and after the mothers had been infected. 
Taken together there were 15 conceptions before infection resulting in the 
birth and rearing of 15 healthy children. After infection there were 22 
conceptions ; of these 13 were abortions, still-births and children dying in 
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early infancy ; of the remaining 9 there were 5 seriously diseased, and there 
was no absolute proof that the remaining 4 were healthy. 

The family history charts of a number of these cases. of congenital 
syphilis was described with diagrams, each to illustrate some interesting 
point. 

Next the question of spermatic infection and transmission of the disease 
to the offspring without infection of the mother; here Dr. Mott agreed with 
Neisser that the mother of a syphilitic child was herself syphilitic, although 
she may not show signs in such cases because the disease is latent. It had 
been pointed out by Plaut regarding the Wassermann reaction in 
paralytic men and women and their offspring that 37 per cent. of the 
spouses of such paralytic men and paralytic women gave a_ positive 
Wassermann reaction. 

Finally Dr. Mott referred to the examination of a series of still-born 
and premature-born foetuses received from the Shoreditch Infirmary, and 
that out of 22 cases examined spirochetes were found in 11. The author 
referred to the method he used of demonstrating the spirochetes in the 
brains of people dying of general paralysis and of syphilitic foetuses, show- 
ing the organism to be the same in the two conditions. 

Dr. DARWALL SMITH gave the results of an investigation he had made 
on the influence of the nutrition of the mother on the infant and on her 
labour and puerperium. Cases were considered. The state of nutrition 
was arrived at from 

(a) Taking the ratio of the patient’s weight to her height ; 

(b) The report of her medical attendant ; 

(c) The patient’s own account of her means of obtaining food. 

All cases with complications were excluded, and the cases divided into 
good, average, and bad, according to the state of nutrition. 

His chief conclusions were : 

A state of bad nutrition of the mother at the time of labour increases 
the percentage of dead births and premature births, also the post-natal 
infantine mortality. It decreases the average weight of the full term child 
at birth. On the other hand, a state of good nutrition of the mother 
increases the supply of milk and also the average weight of the child at 
birth. 

Dr. Letra Murray (Liverpool) considered that this was an occasion lor 
the enumeration of the problems facing us in ante-natal pathology rather 
than one for particular discussion. He confined his remarks mainly to the 
bearings of pregnancy to immunity production. He hoped that in the 
near future a study of this condition would lead to a pronounced altera- 
tion in our appreciation and treatment of the toxic conditions arising in 
pregnancy. 

By immunity reactions he referred to such firmly established tests as 
complement-fixation and sensitisation reactions. His own work had con- 
vinced him that these do in fact occur, but it could not be denied that there 
was a tendency to be quietly sceptical of the isolated reports confirming 
their presence. 


To those who admitted them a very large field for investigation was 
thereby opened up— 


(1) The point of origin had to be settled whether in the ovum as a whole 
or confined to the placental link. 


(2) Their nature, essential or otherwise. In regard to this, the analogy 
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of other conditions where immunisation was demonstrable strongly sup- 
ported a very intimate connection. 

(3) Their relationship to toxic pregnancy had to be studied. 

The author contended that the main part of the research to be done on 
ante-natal pathology, particularly that on the immunology of pregnancy, 
was work for experts, more especially in serology and bio-chemistry. 

Dr. Eric PritcHARD (London) confined his remarks mostly to the ques- 
tion of tuberculous disease in the new-born infant, and pointed out how 
difficult this was to demonstrate, and must be still more so in the unborn 
baby. He quoted a case where a viable child was born, the mother dying 
on the third day of general tuberculosis. Marked tuberculous disease of 
the uterus and placental site was then discovered post mortem. Dr. 
Pritchard thought that a large number of cases of latent tuberculosis were 
to be found among new-born infants; for a time such children seemed 
healthy, and even of superior nutrition, but later they developed symptoms 
of a tuberculous nature. He quoted Holt, of New York, who maintains 
that the so-called broncho-pneumonia in young infants is often of a tubercu- 
lous origin. 

Dr. Camac WILKINSON (London) had definitely taught for the past :5 
years that the father could not convey infection to the ovum unless the 
mother was first infected. He contended that the infection of syphilis was 
similar to that of tuberculosis, and there appeared to him irresistible evid- 
ence that tuberculosis could not be conveyed by the paternal element. 
Infection of the embryo or foetus, though rare, certainly occurred through 
the mother. Tubercle bacilli, being non-motile, could only be forced into 


the tissues of the foetus under extraordinary conditions. In rare cases 
tuberculosis of the placenta had been observed, especially in cattle, and 
this would account for the rare cases of congenital tuberculosis. Dr. 


Wilkinson said he was a convinced advocate of the great value of tuber-- 
culin, and had observed on several occasions that during a course of tuber- 
culin women who had been sterile for many years became unexpectedly 
pregnant, and he held that pregnancy was no contra-indication to the 
tuberculin treatment. He agreed with other speakers that ante-natal 
research was one for experts, and that such experts should be well. paid. 
This, he thought, would be better than adding to the work of Medical 
Officers of Health, who were already overburdened. 

Dr. EaRDLEY HoniANp and Dr. A. W. Russet also spoke. 

Dr. AMAND RoutH, in reply, congratulated the Section on the discus- 
sion which had taken place, and incidentally upon the evidence which had 
been forthcoming that the importance of research in ante-natal pathology 
was becoming realised. He alluded to Dr. Newsholme’s welcome statement 
that the Iocal Government Board had been so impressed with the value 
of research that they had been able to make a grant to Dr. Eardley 
Holland and Dr. Ridge to enable them to embark upon the necessary labora- 
tory research. Dr. Russell, of Glasgow, had also told the Section that a 
layman had given £3,000 to equip a laboratory in the Glasgow Maternity 
Hospital. The Section also had heard the suggestion of Dr. Leith Murray, 
of Liverpool, that the National Insurance Research Fund, which apparently 
amounted to about £57,000 a year, and which under Lord Moulton’s chair- 
manship has already done so much for research in tuberculosis, should Le 
used also for research in ante-natal pathology. He hoped this might be 
practicable, and this discussion will help forward any such scheme. As 
regards the scientific results of the discussion, two or three things were 
evident. Firstly, that very little was certain as regards ante-natal 
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disease, either as regards relative incidence, source or method of infection, 
prophylaxis or treatment. ‘Take syphilis, for instance. The very exist- 
ence of paternal infection of the ovum was denied by such an authority as 
Dr. Mott, and his lucid speech and diagrams showed, however, that the 
mother had no clinical evidence of syphilis, and yet was delivered of 
infected children. Dr. Routh did not think these were all cases of latent 
syphilis. When Dr. Mott had collected further pedigrees with Wassermann 
reactions his figures would be more conclusive. Dr. Routh saw no parti- 
cular reason why paternal infection and fertilisation of the ovum should 
not be simultaneous, nor did he see why the fertilised ovum freshly 
implanted upon the uterine mucosa could not be easily infected by the male 
parent’s infected semen. Tuberculosis, again, could not be as yet proved 
to infect the embryo or fatus in utero except in relatively few cases, but he 
thought it very likely that tubercle did infect the early embryo, and if so 
its effect upon the delicate cellular three-layered blastoderm would be con- 
siderable and could easily cause dystrophic abnormalities which would lead 
to early and perhaps unrecognisable abortions. Research must decide these 
points, as well as the curious fact that in syphilis spiracheetes were but 
rarely found in the early embryo, and were yet found in abundance in the 
foetus. The difficulty of detecting tuberculosis in new-born children had 
been emphasised by Dr. Eric Pritchard, and Dr. Wilkinson spoke cf 
Gartner’s views that tubercular infection of the embryo was possible in 
advanced maternal tuberculosis, but he does not believe in parternal tuber- 
cular infection of the ovum. Dr. Routh thought that the excellent results 
obtained by Dr. Wilkinson by tuberculin injection during pregnancy were 
partly the result of being used at a time of improved physical condition of 
the tubercular mother, which almost always attended pregnancy. Dr. 
Leith Murray’s remarks on the placenta as an immunising producer were 
very valuable but very subtle, and showed that an experienced expert must 
undertake research work in this department of the subject, for all agreed 
with him that until we understand the physiology of pregnancy, its path- 
ology cannot advance very far. Dr. Darwall Smith’s conclusions as regards 
the influence of malnutrition upon foetal deaths and premature births are 
valuable and will greatly encourage those who are trying to ameliorate the 


lot of pregnant women. He hoped the discussion would greatly stimulate 
extended research. 


SECTION OF OBSTETRICS AND GYNA:COLOGY, 
Annual Meeting held May 7th, 1914. 
The President, Dr. W. S. A. GriFFiTH, in the Chair. 
The following officers and members of Council were elected for 1914- 

President: W. S. A. Griffith, M.D. 

Past Presidents: Sir. Francis H. Champneys, Bart., M.D.; Sir J. 
Halliday Croom, M.D.; Alban Doran, F.R.C.S.; Amand Routh, M.D.; Sir 
William J. Smyly, M.D.; W. D. Spanton, F.R.C.S.; Herbert R. Spencer, 

Vice-Presidents : W. W. Chipman, M.D.; *T. Watts Eden, M.D.; F. 
W. N. Haultain, M.D.; *M. Handfield-Jones, M‘D.; Arnold W. W. Lea, 
M.D.; H. Macnaughton-Jones, M.D.; *G. Drummond Robinson, M.D.; 
Heywood Smith, M.D.; Walter W. H. Tate, M.D. 

Hon. Secretaries : C. Hubert Roberts, M.D.; *Cuthbert Lockyer, M.D. 
Other Members of Council : *G. F. Blacker, M.D.; J. S. Fairbairn, M.B. ; 
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A. E. Giles, M.D.; *William Gilliatt, M.S.; Bryden Glendining, M.S. ; 
*T. B. Grimsdale, M.B.; *J. P. Hedley, M.D.; *J. B. Hellier, M.D.; Eardley 
Holland, M.D.; *J. M. Munro Kerr, M.D.; F. J. McCann, M.D.; R. G. 
Mckerron, M.D.; J. D. Malcolm, F.R.C.S.Edin.; G. F. Darwall Smith, 
F.R.C.S.; Clifford White, M.D.; H. Beckwith Whitehouse, M.S.; J. 
Abernethy Willett, M.D.; Thomas Wilson, M.D. 

Representative on Library Committee: *H. Russell Andrews, M.D. 

Representative on Editorial Committee: John Phillips, M.D. 

N.B.—Those marked with an asterisk have not held similar office during 
the past year. 

Mrs. FLORENCE WILLEY, M.D., showed two specimens— 

(1) ENDOTHELIOMA OF UTERUS REMOVED FROM A SINGLE WOMAN, 2:T. 45- 

For three years the patient had suffered haemorrhage, and for six months 
from recurring abdominal pain. Sub-total hysterectomy was performed, 
and on opening the enlarged uterus, which measured 4in. by 4in., a 
fluctuating globular tumour was found bulging into the cavity, and cn 
incision clear fluid escaped. The rest of the tumour appeared to be filled 
with soft lobular masses of the consistency of fat. The tumour measured 
3 in. in diameter, and was only partially encapsuled; part of the growth 
invaded uterine muscle tissue. One section of tumour was an endothelioma. 
The specimen was referred to the Pathology Committee, who reported it as 
a perithelioma.”’ 

(2) SPECIMEN ILLUSTRATING PARTIAL DEVELOPMENT OF A PLACENTA ON THE 
DECIDUA CAPSULARIS AND IMPLANTATION ON A SUBMUCOUS FIBROMYOMA. 

The specimen showed a two months’ pregnancy in a uterus with fibro- 
myomata. The patient was a married woman, cet. 38, the mother of nine 
children. For two years before admission to the Royal Free Hospital she 
had suffered from irregular haemorrhage and some pain. She was thought 
to have a fibroid uterus, and sub-total hysterectomy was performed. On 
opening the uterus an unsuspected pregnancy of two months’ duration was 
found, the placenta being partially implanted on a submucous fibromyoma. 
A considerable portion of it was developed on the decidua capsularis and 
lay immediately over the os internum, showing one of the modes of forma- 
tion of placenta preevia. 

Dr. C. E. PursLow (Birmingham) showed two specimens— 

(1) Urerus wiITtH RED DEGENERATION AND EARLY PREGNANCY. 

The specimen was removed from a married woman whose period was 
ten days overdue, during which time she suffered with violent abdominal 
pain. The tumour, which showed well-marked red degeneration, was on 
the anterior wall. The uterine cavity was filled with blood-clot and con- 
tained an amniotic sac having a diameter of } in. 


(2) Urerus witH MULTIPLE FIBROIDS AND PLACENTA PRASVIA, REMOVED 
By HysTERECTOMY. 

The tumour reached up to the costal arch, and on opening it was seen 
to contain an eleven weeks’ pregnancy. The placenta covered the os 
internum, showing the method of origin of placenta praevia. 

Mr. J. P. Heptry showed a specimen of 19 pieces of foetal bones which 
he had removed from the uterus of a woman three years after a miscarriage 
at about the fourth month. The patient was aged 37, and had been curetted 
twice. At the time of the operation the finger introduced into the uterus 
found a thick mass an inch in diameter which bristled with spicules of 
bone. These bones were now shown. Dr. Hedley believed the pregnancy 
to be intra-uterine and not interstitial. 
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Remarks were made on this specimen by the PrEsIpENT, Dr. PuRSLOW, 
Dr. BLACKER, and Dr. MAXWELL. 

Dr. ATHOLE Ross (for Mr. Joseph Adams) showed 

A CASE OF CARCINOMA OF THE UTERUS IN A CHILD, A2T. 2}. 

The patient suffered for three weeks before admission to the hospital 
from a blood-stained discharge, and at times passed clots. Examination of 
the abdomen showed a tumour in the hypogastrium situated between the 
bladder and the rectum, partly cystic in character. The urine contained no 
blood. Abdominal section was performed on June 18th, 1913, and a mass 
of soft growth was found in the recto-vesical space the size of a golf ball, 
obscuring the position of the uterus. It was incised and a heemorrhagic 
growth discovered of a malignant nature. It could not be removed. The 
child eventually died two months after the operation. At the post-mortem 
examination a large mass of growth occupied the pelvic cavity. It 
appeared to arise from the uterus. Careful examination of the sectioned 
organs afterwards showed the ovaries and tubes intact, and that both body 
and cervix of the uterus were largely replaced by breaking-down growth, 
which had extended into Douglas’s pouch and grown into the cavity cf 
the vagina and bladder. The growth appeared to be a “ papilliferous cr 
villous carcinoma arising in the glandular epithelium of the body of the 
uterus ’? (Dr. Athole Ross). There was no evidence of tubercle. 

Remarks were made by the PRESIDENT, and the specimen referred to the 
Pathology Committee. 

Dr. HERBERT WILLIAMSON : Specimen of 


INTUSSUSCEPTION THROUGH A GASTRO-ENTEROSTOMY WOUND OCCURRING 
DURING LABOUR. 

The patient was aged 28, and was admitted into St. Bartholomew’s Hos- 
pital on Feb. 24th, 1914. She was in the 34th week of her second pregnancy. 
In 1908 and 1909 she suffered with symptoms of gastric ulcer and had two 
operations performed, one of these being a gastro-enterostomy at the Great 
Northern Hospital. She had made a good recovery, and in 1912 was 
delivered of a healthy child. The pregnancy was normal and not attended 
with vomiting. Her second pregnancy commenced in July, 1913, and was 
accompanied by some vomiting, which became more severe on December 
24th, 1913. It then ceased for a time, but recurred on January 26th, 1914, 
and she was admitted on February 24th, 1914. ‘The fundus uteri reached 
midway between the umbilicus and the ensiform cartilage. The child was 
in the position of the first vertex. The urine contained a trace of albumen 
and a considerable quantity of acetone and di-acetic acid. Vomiting con- 
tinued, and on February 25th she expelled a still-born child. Two hours 
later the stomach was greatly distended and a loud succussion splash was 
evident. The patient looked very ill. The stomach was washed out by 
a soft tube, and gas, and a pint of dark, blood-stained fluid drawn off. 
The patient was thought to have acute dilatation of the stomach, but 
became rapidly worse. Temperature 101°, pulse 140, with cyanosis and 
collapse. No surgical interference was thought advisable on account of 
the general condition. The patient died 36 hours later. On post-mortem 
examination the stomach was greatly dilated and distended, and recent 
lymph was found on both stomach and intestines in the region of the gastro- 
enterostomy wound. The stomach was opened in situ and contained gas, 
dark fluid, decomposing blood-clot, and a large tract of intussuscepted 
intestine which appeared through the wound. The bowel mass was 15 
inches in length and was gangrenous, and consisted of the upper portion 
of the jejunum. 
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Mr. CLIFFORD WHITE showed a case of 

VOLVULUS OF THE CA{CUM OCCURRING IN CONNECTION WITH LABOUR. 

The patient was aged 26 years, and had one child six years before. She 
expected her second child in May, 1914. Four years ago an appendix 
abscess was drained in the Hastings Hospital. The resulting scar was 
weak and prominent. At the seventh month of the present pregnancy she 
was very constipated, for which she took castor oil. On February 24th, 
1914, she suffered from abdominal pain and consulted a doctor. On March 
1st, 1914, she was delivered of a dead seven months child, the child being 
born before the midwife could reach the house. Her general condition was 
at first good, but later, when the District Resident Medical Officer of Queen 
Charlotte’s Hospital visited her the pulse was 140. Enemata were tried 
in order to get the bowels to act, but without results. Dr. Clifford White 
saw her later, and found the abdomen distended and tense, and there was 
a large hernia of the appendectomy scar which could not be reduced. in 
the right lumbar region an indefinite mass could also be felt. The 
diagnosis was difficult, but it was obvious that an immediate laparotomy 
was indicated. The patient was removed to the Samaritan Free Hospital 
for Women, and the abdomen opened in the line of the old scar. The sac 
contained offensive fluid and the caecum, which was gangrenous. There 
was a volvulus of the caecum and about three inches of the ascending colon. 
The ceecum, a few inches of colon, and ten inches of ileum were removed, 
and Paul’s tubes tied in. | Death occurred on March 6th. No autopsy 
could be obtained. The interest of the case was as to when the volvulus 
occurred and the difficulty in diagnosing the cause of collapse occurring in 
a patient soon after labour. 

Dr. JAMES YOUNG (Edinburgh) read a paper on 

THE A{TIOLOGY OF ECLAMPSIA. 

The author in his paper and epidiascopic demonstration, discussed the 
etiology of eclampsia and the albuminuria of pregnancy and their relation 
to accidental heemorrhage. It had long been known that placental disease 
was especially apt to be found in these toxeemias. That this relationship 
was not a necessary one, however, was usually supposed to be shown by 
the fact that, in acute cases, the placenta often looked healthy. He showed 
that, whilst this is so, if some days had elapsed between the acute attack 
and the birth of the placenta, there was always a massive recent tecrosis. 
This discovery indicated that there was a necessary relationship, and that 
it was with the earliest, often unrecognisable, stages of the placental death 
that a toxaemia was associated. Dr. Young referred to the fact that it was 
not difficult to show that the chorionic elements depended directly and 
immediately upon the maternal blood for their nourishment, and so long 
as this was not implicated, could live where there was no feetal circulation. 
In the earliest stages of development, when the chorion was most actively 
growing, there were no factal vessels. In hydatid mole and chorionepithe- 
lioma, where there was a rich proliferation, the foetal circulation had dis- 
appeared. The same conditions could be shown in some cases of tubal 
pregnancy. All these facts showed that localised placental death or infarc- 
tion could not be due to an involvement of the foetal vessels, but to an 
interference with the maternal supply. From a study of the anatomy of 
placental disease, direct and indisputable evidence of this interference could 
often be shown. Over retro-placental haemorrhages infarcts are always 
found. If recent they were dark red or purple, if older they were pinkish, 
yellowish or white. The different appearances found in infarction were 
not, as was usually believed, different conditions, but merely different 
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stages in the same process. In the paler infarcts, the haemoglobin had 
been split up by an autolytic process. The causes of such placental disease 
were merely an exaggeration of changes, which were normally present in 
lesser degree. The ready tendency to infarction was due to the loose 
association between placental and uterine wall, with the consequent risk of 
vascular interference. It was also due to venous thrombosis. In any 
case, it could be proved that the implication of the circulation, which ended 
in placental death, was not due to a toxcemic state. This was especially 
demonstrated in accidental hemorrhage. Over the blood-clot in these 
cases the placenta was invariably diseased, the extent to which this had 
gone depending upon the age of the clot. It could, moreover, be proved 
that the cause of this haemorrhage was something apart from a toxeemia, 
for 50 per cent. of such cases were unassociated with any sign of poisoning. 

The inevitable conclusion from these researches was that the placental 
disease was the cause of toxeemia. In accidental haemorrhage the cases in 
which toxzemia was present would be those in which one part of the 
placenta remained attached for some days. Into its circulation the toxic 
stuffs liberated by the adjoining dying patch would be poured. If the 
placenta was completely detached, or was delivered early, there would be 
no chance for the development of a toxzemia. 

Dr. Young supplied experimental proof of the conclusion that it was 
the early autolytic products of a dying patch of placenta that caused the 
toxeemia. By autolysing healthy placenta for short periods, he had 
isolated a material that, when injected subcutaneously into lower animals, 
reproduced the three cardinal features of eclampsia—(1) severe convulsions, 
(2) focal necrosis in the liver, especially in the peripheral zone of the 
lobules, and (3) degenerative changes in the kidney, especially in the 
region of the convoluted tubules. The convulsions, it was interesting to 
note, came on within thirty seconds. He had controlled his experiments 
by the injection of extracts of other organs, which gave negative results. 

The paper was discussed by the Presrpent, Dr. WiniiAMson, Dr. 
McMaster, Dr. OnrpHANtT NicHorson (of Edinburgh), and Dr. EDEN. 

Dr. Younc replied. 
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VIEL’S ELECTRIC COLLOIDS COMPANY, 118/122, Holborn, London, E.C. 
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The Teat 
Vaginal 
Drainage Tube 


Introduced by Sir William Sinclair, — 


Can now be obtained from 


JAMES 


Victoria Bridge, Manchester. 


The Prices are as follow: 


1s. 8d:, 1s. 6d, 4s. 8d, and 2s. each. 


Benger's Food is unique among foods in 
being self-digestive to any extent desired. . 
_. * This self digestion is simply regulated by allowing 

_ the Food to stand from 5 to 45 minutes at one stage of 
its prepara’ ped by 


may be prescribed to suit the exact physical condition of 
the patient. It is unequalled when the digestive system 
is weakened through accident, pain or illness, and when- 
ever a light sustaining diet has become a necessity. 


Sample and full particulars on application to 
BENGER'S FOOD Ltd, Otter Works, MANCHESTER, Eng. 


Branch Offices New York (U.S, A.) 92, William Street Sydney (N.S.W.) 117, Pit Street. 
Canadian gentsi— National Drug & Ch mical Co., Ltd., 34, St, Gabriel St) MONTREAL, and branches 
throughuut Canada. 


Benger's Food is obtainable throughout the. World of Chemis/s, Store, ete. 
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For Infants and Young Children unable to digest ordinary farina- 


ceous. foods, the “Allenburys’’ Diet has proved an unqualified 


success, being easily retained and_assimilated. 


A PARTIALLY PREDIGESTED MILK & WHEATEN FOOD. 


. By the use of the “Allenburys” Diet all trouble of peptonising 
oe . milk and farinaceous foods is overcome. In the sick-room it will 
| be found extremely useful, as the food is easily digested and assimi- 
lated, is quickly made, and only the exact ep oaks Poin need 
be prepared at a time. 


The ‘Allenburys”” Diet is made from pure will ich: in cream, 
and whole wheat, both ingredients being largely predigested during 
manufacture. It can be taken by those who cannot digest cow’s 
milk, and provides a light and very nourishing diet for invalids, 
Dyspeptics, and the Aged. 


Taken by Nursing Mothers whee supply of milk fails to nourish 
their infants, the ‘‘Allenburys” Diet has proved of great assistance, 
It particularly helps to maintain the strength, increase the flow of 
milk, promote restful sleep, and is of value both to mother and child. 


For travellers by sea or land this complete food will be found 
exceedingly valuable. 


A with full particulars, sent free on 


ALLEN & HANBURYS Ltd. 


37, Lombard Street, LONDON, E.C. 
‘NIAGARA FALLS, N.Y. TORONTO, BUENOS AIRES. DURBAN, SYDNEY. 


Printed by SueRRATT & Htcues, London and Manchester. 
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